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a es (wu ) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Retidence before odmission) 
Ss % °. b, COUNTY 
= 33\ & Carroll MARYLAND Maryland Balto,City 
ar rr b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
elle “Sykesvittie”” Syrs.8mos Baltimore 
ae ees Se e 01 , 
. 23 
= 22 d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
2 22 A 
a jf é OR INSTITUT! orme rly of: ON A FARM? 
2 RS Springfield State Hospital 1829 N, Dallas Street SO Nom 
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« A {Type oF print) Emma Je ANDERSON DEATH September LB, 1957 
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s § e aoe lying couse lost. © 
Pace 4 S e Zz Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0) | 19. wins AUTOPSY 
oes z Q Se ae eae RFORMED? 
x] : = 
eg s $| Senile psychosis,simple deterioration, Fractured pubic bone. 8 O soo 
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1 2 MARYLAND 7 DEPARTMENT OF HEALTH—BALTIMORE, 18 
a One oa. Wane eae om reat 09328 Y 
io a 
VO. Bieissen tts OS > ax CERTIFICATE OF DEATH cnt Te 
oes 3( He jf. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If isftotion: Residence before odminion ¥ 
Ss % a. °. b. COUNTY v 
nee Carroll boieh er Maryland Balto.Ci 
= Be b. CITY OR TOWN (If autiide corporote limits, write |e. LENGTH OF STAY IN Ib ©. CITY OR TOWN [If evtiide corporate limits, write RURAL end give nearest town) 
g ss RURAL and give nearest tawn) 
ee Sykesville yr. 9mos.25days Baltimore 
= 22 " 4. NAME. OF HOSPITAL (IF nol in hospital, give sreet addres) d. STREET ADDRESS #15 RESIDENCE 
5 £4 
£55 Springfield State Hospital 182) E. Pratt Street ves] NOTE 
2 3. NAME OF First Middte lost 4. DATE Month De Year 
DECEASED OF " 
‘ 4 (Type or print) Paul BARAN oeatk September 18, i957 
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* Sy Male White wioowen fy] ovorceo] | May 18, ¥887 2. g 
2 Fs: I 100. USUAL OCCUPATION (Give kind of work done] 10, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 88% during mast of warking life, even if retired) iw 
§ eet Sailor - Austria Unknown 
ey 5 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ae oe Andrew Baran Mary Baran 
& $ 8 3 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= Gs |_| ie r0. or unknown) UH yer, give wor or dates of service! 
se HS No - - Springfield Hospital Records 
3 & i = 18. CAUSE OF DEATH [Enter only one couse per tine for (a), (b), ond (c)-] Ee os 
 o £475 re 
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See se lying couse last, ta 
Pe Dipset 
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Lease 3|C.B.S. associated with alcohol intoxication with psychotic reaction. WEL) NO 
i= 2638 § = 200, ACCIDENT WAS UNDERLYING C]__ | 208. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
ee She & | or CONTRIBUTING CJ CAUSE OF DEATH 
< § oI — 3 © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Soess S [2 TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (Cily or town) (County) (State) 
Fal 3 8 Heer ent pine toctory, street, office bldg., etc.) | 
Egiie 2 Ee, 19) lebwark [2] staat ‘ 
232 33 21.1 feuty that | attended the deceased from NOVe 239 _ 19.22, oseptember 10 1957 | ,that | lost saw the deceased 
2. . 
of - 3 5 alive on_veptember 17, Toro and that death accurred ot81:0A_M, fram the causes and an the date stated above. 
cE 3 os 2 a ADDRESS (Street, city or town, state) DATE SIGNED 
< = 4 . 
ares. *; | Wek (i, Soringtield State Hospital 9/18/57 
e527 
re 35 5 PHYSICIAN'S 170.94) EH. S 
£ 6. Name(tyen__Walther H, Sonnenfeldt, M.D. __Sykesville, Maryland 
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oe Reg. Dist. No. 
3 = iB PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. IF institution: Residence before admission) 
°. 3 
Sa Carroll MARYLAND Maryland pe cone Balto.City 
Be b. CITY OR TOWN (If outside corpor ite |. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) a 
S 
3 [IL mo.21 days Baltimore 3 y u“ 
‘-) 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
= é °% INSTITUTION: ON A FARM? 
ac Springfield State Hospital S08 Cording Avenue vs C] NoOX 
3. NAME OF Fisst Middte lot 4, DATE Month Da) Year, 
DECEASED OF 
4 (Type or print) Catherine Margeret Miller BEVANS DEATH conte 10 el 
& 5. SEX 6. COLOR OR RACE |7. MARRIED ] NEVER MARRIED [} | 8. DATE OF BIRTH %. =) RIF UNDER 24 HRS. 
= Female White wipowen PR oworceot] | February 23, 1875 Me f [ment Bar | Rw Aan 
v 2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country} 32. CITIZEN OF WHAT COUNTRY? 
, during most of working life. even if retired) U.S 
3 Housewife - 2SeAe 
= 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
‘% WAS aan ee U.S. .. sean 4 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
escort CaS San ol oe) 
No ler - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter ‘only one couse per line far (0), (b). ond (J oR on BETWEEN. 


Then please remove car! 


T AND DEATH 
PART 1 DEATH Was causeoer., Arteriosclerotic heart disease niknown 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
09330 


— ICAL EXAMINER’S CERTIFICATE OF DEATH 
\ Reg. Dist. Ne. 
i“ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceored lived, If Institution: Residence before odmision) 
2. COUN yer STATE b. COUNTY vA 
- oll marviano |} ° STATE Meryland : City 
b. CITY 8b Whats {If eulide corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b | ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neares! town) 
Sykeavi'itie 8 ml) dayg Baltimore 18, 2v< ue. 
cL d, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS « Ses Dee 
/5 | Springfield State Hospital 2307 Aisquith Street yes] No Pa 
3. NAME OF First Middle Lost 4. DATE Month Yeor 
‘DECEASED 
Ropes tien Noble Biscoe Bani "Bo, BT 
6. COLOR OR RACE |7. MARRIED [ma] NEVER MARRIED 8. DATE OF BIRTH 9 fd ho IFUNDER TYEAR| IF UNDER 24 HRS. 
W WivoweD [] _—oivorceo [J] 3e9=93 en EO Eso "ee 
ISUAL OCCUPATION ind of work di ‘Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) N2, CITIZEN OF WHAT COUNTRY? 
es | most of working lite, if retired) = 
auto salesman Maryland U.S.A. 
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r ’ / i! 
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soe, eee St 
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Kf Chr. brain syndr.assec.with psychobic reaction of unknown cause yes] No 
= 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port I of item 18.) 
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&S | CAUSE OF DEATH. ee 
3 [20c. TIME OF INJURY Month, Doy, Yeor _]20d. INJURY OCCURRED, ]20s. PLACE OF INJURY (Home, Form, ae (City or town) (County) (Slote) 
8 Hour q, m. Ce oq | While Not while factory, strpet, office / . 
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‘yee) 6 Dames T. Marsh DEPUTY MEDICAL EXAMINED ES 
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fps YEARS Wo NWEW WINDSOR SUFDA 
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GOS5R luring most of worki re Lie 4) 
sees, EB FMPER oun FAR SIDR Y ri aa SL 
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fsa - z a F i 5 
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Fis 21. | certify that | attended the deceased from... BS: seen ae 9A ef toss ds 1 & Ae. -:that | last saw the deceased 
4 . 
we 3 alive on Sef he = wy: f--.and tia [239 ~M, fram the causes and an the date stated abave, 
= 3 (y tin, f ADDRESS - ea stote) DATE os 
a ACTUAL yi pee) ¢ 
pes y | |stenarure/ ): C.0 et Mo. bX Ares wb. of = 2 
= 
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< TO HOSPITAL OR ATTENOING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


@ Maariang MC. Porterfield, Mb. ee a ee ee, See 
‘9 Zo. (el easels, ‘2b. DATE THEREOF ‘| 22c. NAME-OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, of county) tote) 
f Peni) Liew, pieth, | tdelts Oa Ted 
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PHYSICIAN: The low requires that the death certificate be executed within 24 hours oHer deoth. Page 4 


1 ar attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and completely fil 


< TO HOSPITAL OR ATTENDING 


rr} 
= 
2 
Ps 
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onal 


= 


by the funeral director, 


desth. 


Then please remave carbon popers. Pages! 


ould be detoched far use os the burial-transit permit. 
the registror prior to burial. cremotian, or removal, and in ony event within 72 hours 


tained by the has, 


may be 
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page § 


d 2 should be filed with 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0229 CERTIFICATE OF DEATH 


Reg. Pi vig 38, 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
0. COUNTY co. STATE 


Carroll marYLAND || ° Maryland COUNTY “Baltanot by: 


b. Dis tte (lf ae eae limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest town} 
ics Oe 
Sykesville 2mosel5 days || 190) Barclay Street, Baltimore 18 


J d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
A " OR INSTITUTION ‘ON A FARM? 
75\_Springfield State Hospital 190) Barclay Street, Balto. 18. | sO nom 

2 ner kd First Middle Lost 4. pee Month Doy Yeor 
(Type o¢ print Sadie Jane Dolan DAHL tate September 30, 1957 


5. SEX 6. COLOR OR RACE |7. MARRIED (BE NEVER MARRIED (7) | 8. OATE OF BIRTH 9. AGE (In years 
a 8 ery Cay 
Female White wipoweo oworceoQ] | March 6, 1890 é ah. 


10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


IF UNDER 24 HRS 
Min. 


Aba ned se ere life, even if retired} a Marylan a U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph FE. Dolan Annie Pyle 


i WAS Ga tae U.S. lige pepe 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
Be oun RGaae eso o mat 
,| "No =" - Springfield State Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (a), {b}. ond ().] Roh BETWEEN. 


T ANDO DEATH 
PARTI. DEATH MEDIATE Cause (o_Arteriosclerotic heart disease ears 
“uy c QUE To 
Conditions, if ony, which w__Generalized arteriosclerosis Years 
gove rise to immediote 
couse (0}, stoting the under. ( OVE TO 
lying couse lost. © 
3 Pant i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} Vv. ee cue 
4|_ Involutional psychotic reaction. vest] no 
SG 20a, ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
id OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED  |20e, PLACE OF INJURY |Home, farm, | 20F. (City or town) (County) (State) 
S Hee we ae White Lab wit factory, street, office bldg.. etc.) | 
2 Pam. 19 lot work [] of work i 
21. | certify that | attended the deceased fram Suly 15, , i.2t_, september 30 1957 that | last saw the deceased 


alive on__ September _30,._, 1s Ee and that death occurred ot _L¢50P.M, fram the causes and an the date stoted above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
scat yg /2Dbhes Litwenlpedilile, un Sovingtiela State Geapiten! 9/30/57 


Namettyes__Walther H, Sonnenfeldt, M.D. _—‘Sykesville, Maryland == 
‘Zc. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town. or county} (Stote} 
WRIA CD, ¢ -1E57 Tip GOURD Pak BRBLTC. Ti 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: | RECO, BY REGISTRAR ‘db, REGISTRAR'S SIGNATURE 
ae bet c 3 ‘ Zp Ks) l ea g e A PY ee4. 


eH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09339 
Q CERTIFICATE OF DEATH Reg, Dist, No. my. G 


owed 


a ar een As peu 


Cc fA p ROLL , MARYLAND 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


“ay b Q On Cpe ch KR ROLL. 


b. CITY OR TOWN (If Ee corpse Fimits, write ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 
i 


MIMS TER ps RURAL WEST MIM STER 


ot nat NAME OF HOSPITAL {If not in hospital, give street address) 
Of LWSERTY ST EXT 


‘ BECEASEO UV LYSSEs $ IMM Son E Baucn | Bn seer EMBER” 1 57 


5. SEX . COLOR OR RACE |7. MARRIED FANEVER MARRIED [-] |. DATE OF BIRTH AGE a TF UNDER 1 YEAR] iF call 24 HRS. 
rost_oirthday| Month: Ee) Mi 
MALE CAUC. lwoownr)  oworceog | Octo YE & a, eh a\, ane ve 
ga ae ge ict ee NPR aby OUTS PICT. wertace roma teas voit 12. Mes eal WHAT COUNTRY? 


I} nee BAW LG h ETINED, MARYLAND UMTED STATE 


14. MOTHER'S MAIDEN NAME 


SHRAI RavuTsow 


}. SOCIAL SECURITY NO. |. INFORMANT Address 
eo IFE OG LiBeRTy ST GAT 

1B. CAUSE OF DEATH [Enter only one cave per tine for (a), (b}. ond (c).] 7 
TIVE 


PART 1. DEATH WAS CAUSED BY: (2% Cc ut a i ONG 


1) ff IMMEDIATE CAUSE (0] 


2 shauld be filed with 


e. 1S RESIDENCE ¥ 
ON A FARM? 


Yes (J NO ij 


by the funeral director, 


id 


® 


jer Fearh. 


a 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


Yes, no, or unknown) LF yes. give wor oF dates of service) 


INTERVAL BETWEEN 
ONSET AND DEATH 
Ww. 


» 


Y DUE TO. 
conde, ony wri) gy ART ERIO—- ScLERTIC CARDIOVASCULAR TNS. 2 Vegas 
gor meta aaey ie | 
lying couse lost. (0. 


ERFORMED? 


Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. Mes AUTOPSY 
YS) NO [= 


20a. ACCIDENT WAS _UNOERLYING 7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — ]20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Hour a.m. While Nol while factoty, street, office bldg., etc.) ! 
yh O-pewe EFFI WS Hat work 2) ot work “O i 


21. I certi nar that | ae ig deceased fram: ury..29_, 192 f-, oS BPF 21 1924 ,that I last saw the deceased 
alive an 26°T 20 |, Web, and that death accurred ata? AM, from the causes and on the date stated above. 


sitte Danidd 9, Welbueo 19m. choked st Warley 


PHYSICIAN'S WEASTA a: KR MARV LA — 


NAME (Type) 


MEDICAL CERTIFICATION, 


DIRECTOR: After this certificate has been signed by the attending physician and completely fill 
luld be detached far use as the burial-transit permit. Then please remave corban papers. Pages 


the registrar priar ta burial, cramotian, ar remaval, and in any event within 72 haurs oft; 


may be retained by the haspital or attending physicion. 


2do. ae ‘0 BY MER 
ees LV 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


% “A qvauna 
ist #6 das 


is 
‘ | raat: 4 
4} i AN t 


oy by the funeral director, 
Ind 2 showkd-bhe filed with 


Pages! 


Then please remave carbon popers. 
the registrar priar to burial, crematian, or remaval, and in any event within 72 haurs after death. 


DIRECTOR: After this certificate has been signed by the attending physicion and completely fil 


fould be detached far use as the burial-transit permit. 


‘e 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 
may be retained by the hospital or attending physician. 


TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 093 40) 
NESE CERTIFICATE OF DEATH ; 


Reg. Dist. No. 
ie ene ly 2 Pe gra (Where deceased lived. if institution: Residence before admission) 
ey a. b. COUNTY 
Carroll ee, aryland g 


b. CITY OR TOWN {IF outside corporote limits, write 


c. LENGTH OF STAY IN Ib 
RURAL and fy nearest town) t 1 
$ LYS ¢9m08 


. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
Springfield State Hos é 
d, NAME OF HOSPITAL (If not in hospitol, give street address) 


Baltimore 3 


d. STREET ADDRESS: = 1 Fe 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Sykesville, Maryland 8 Winchester . ves) Nog] 
3. pres First Middle lost 4. ag Month Doy Year 
Civeeleriedh) Margaret Vincent ELLIOTT DEATH September 11 1957 


5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [3] | 8 DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
Ps z lost birthdoy) Min 
\ Female White wivowep [] pivorceo] | June 13, 1879 7 yn. eee 
USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/ during most of working life, even if retired) 
Sak slady - Maryland U.S.A 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Robert 0. Elliott Catherine Philpot 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yet, no, oF unknown) (It yes, give wor or dates of vervice) 4 = 
No - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter anly one cause per line for (0}, (b), ond (c).] 
PART I, DEATH WAS CAUSED BY: : 4 


INTERVAL BETWEEN 
ONSET ANO DEATH 


IMMEDIATE CAUSE (0) 


ke DUE TO 


Conditions, if ony, which 0) 
gave rise fa Immediate 


Esophageitis 


couse (o}, stoting the under. ( DUETO 
lying couse tost. ©. 

Parr {t, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Nop} 19. pe Re seac 
enile psychosis,agitated depressed type, plus diabetes, yes) No 


20c, ACCIDENT WAS UNDERLYING [}_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 
}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. {City or tawn) {County) (Stote) 
Hour o. ny. While Not while foctory, street, office bldg, etc.) 1 
p.m. 19 at work [J at work [J 1 


21. | certify that | attended the deceased from _ADril 12, __, 19.52 toSeptember 111957 that | tast saw the deceased 


olive an September Ti, _, (ra viate and that death accurred othe Pm, from the causes and an the date stated above. 


ion ee glee ADDRESS (Street, city or town, state) DATE SIGNED 
Bethe CH ermal Zur altains no __Springfield State Hospital 9/11/97 __ 


NAIAE type) Edmund Lusthaus, M,D Sykesville, Maryland _ 
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SPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Page 4 


< TOHO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


0934: 


and 
4 


: Q CERTIFICATE OF DEATH nmin 

a A : ag. Dist. No. 
fg 1. PLACE OF DEATH 2, USUAL RESIDENCE (Wherptieceoted lived. If institution: Residence before admission) 
3 0. COUNTY 0. STATE b. county //) 
ae ? YZ y Leta 

= ee 
3. R TOWN (If outside corporote limits, write c. CITY OR TO {If oytside corporote limits, write RURAL and give nearest! town) 
3 g ‘ond give nearest;town) TF, 
22 E : Ctiritbtornthi. 
8 ad. NAME OF HOSPITAL (If not in hospitol, give street oddress _d. STREET ADDRESS @. IS RESIDENCE 
£5 OW INSTITUTION Nag i Ye ON A FARM? 
3s Yes []_ NO. 


ind 


Ooy Yeor 

= ee bas 

yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
oy) | Months Hours | Min. 


3. NAME OF First Middle 4. DATE Month 


Lost 
BUS JANE Za a en oo 
5 SEX 6, COLOR OF RACE |7. MARRIED L] NEVER MARRIED [-] | 8 DATE OF BIRTH 
Pa |e \nwout oronant Y2oegy 2S LE 


10a, USUAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY | UY BIRTHPLACE (Stote or foreign country) 
during 9st of working life, sven retired) \ 
- | LIBEL g _Meene- W/L 


( T 13. FATHER’S NAME Ya , 14. MOTHER'S MMDEN NAME 


Cy L. Mesnard Ld 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address, “eo 
_. | f¥e0, n0. or unknown) (Ut yes, give. te 2 Z 
| = LtnL- | it CLG — C, HE, 


18. CAUSE OF DEATH (Enter cnly one couse per line for (a). (b). and (c}.} INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: J ONSET AND DEATH 


IMMEDIATE CAUSE (o} ~ 
09H 
tT? 


56 DUE TO 
Gondiirene ean as lien wCirdbral. LDorrrrbence  Qurrsuden ; 
gove rise to imme 


‘© 


je: 


Pog: 


% AGE (In 
Iggt birt 


12. CITIZEN OF WHAT COUNTRY? 


4 Sy 7: 


Then please remave carbon papers. 


S 
toting the under- 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]1. WAS AUTOPSY 
p yes] Not] 


200. ACCIDENT WAS UNDERLYING []_ [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
cue: While Not while foctory, street, office bldg., etc.) ! 
p. 19 Jot work [] of work [J H 


21. | certify that | attended the deceased from. ZMH 19, to DEPA _____., 193Z. that | lost saw the deceased 


alive an_. 2 IDS, and that death occurred ate 3, IM, from the causes and an the date stated abave. 
ADDRESS (Stree, city or town, state) DATE SIGNED 


gee ! “ mo 4, Ahn La bad $2 
muses Howard EF Hath _ Wecvihse 72D, 


or attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physicion and completely fit 


MEDICAL CERTIFICATION 


uld be detached for use as the burial-transit permit. 
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7c, NAME OF CEMETERY OR CREMAPO Td. p49 (City. town.gor county) {Stte) 
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23. FUNERAL DIRECTOR'S SIGNATURE _ boressY¥ 47 fo 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
) en es Be ee 
S ALS (4) \) Ze A 4 ttt bf SA Lia, PLP? \ one F- [P37 Ad Ate’ ZL 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09 3 
0 CERTIFICATE OF DEATH 


a 


3 roe a Reg, Dist. No. 
e 3 1, PLACE Ke terseldal ® “= RESIDENCE (Where deceased lived. If institution: Residence before odmisston) oa 
$2 ° CONCarroll marviano || ° 5'A"Maryland b.COUNTY City 
° 7 b. gs TOWN (lf eons A ehaad limits, write cc, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town} 
alge een en ie 
25 sykeavitts 6y10mkh aj Baltimore 1), Md. ee 
23 : = 
2 _ z da. Piedad HOSPITAL (If not in hospital, give stree! oddress} d. STREET ADDRESS e Ee eaee 
= « Al 
ac / > | SptanigtiSia Saate Hospital 3202 Hamilton Avenue vest] NOL 
3. NAME OF First Middle Lost 4. DATE Month Dey Yeor 
DECEASED OF 
: tyes cepedth Joseph Francis Evans DEATH 9 21 et 
: 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED oOo 8. DATE OF BIRTH % Nene wuvoee V YEAR| IF UNDER 24 HRS. 
‘ 3 
4 M Ww WIDOWED pivorced [J 6=12=1900 5 aE eee all aes 
mie 100. USUAL OCCUPATION (Give kind of work done| 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
eZ y N (G ; 
g 3 7 during most of working life, even if retired} 
ee) Ny _ msician Kz Massachusetts U.S.A. 
48 ,[13. FATHER'S NAME " 14, MOTHER'S MAIDEN NAME 
3 William Francis Evans Florence Manchester 
5 
5 1. Ss CES? 116. SOC Cl a 1Z. INFORMANT Address 
£2 Moveage tines ae eaptige somone NM SSOT ay 
3 ; a 
fx / [yes O/h2-3/T7 43... 22, | PEHoepital Records Sykesville, Md. 
RB 1B. CAUSE OF DEATH [Enter only one couse per line far (a). (6). ond (c).} INTERVAL BETWEEN, 
a PART 1. DEATH WAS CAUSED BY: 
= 1 beara wasicaussoer,,, Careinema of Pharynx monthé plus 
= { “-o x DUE TO 
Conditions, if ony, which 


gove rise to immediote 
couse (0), stoting the under- ( OVE TO 
lying couse fost. tg 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wop] 19. Merorucae 
Psychosis with chronic alcoholic deterioration 31°07 yes] no 
20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Vi raey See Ss 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) {Stote) 
Hour 0. m While Not while foctory, street, office bldg., etc.) | 
p.m. 19 fot work [] ot work [J i 


21. | certify that | attended the deceased fram, 2. Ea bee ay to. 9=20—= aye i 197__..that | last saw the deceased 
alive on ---- and that death occurred at bt59 Am, fram the causes ond an the date stated abave. 


ADORESS (Street, city or town, state) DATE SIGNED 
ACTUAL 4 — 
} eRe CP eam (9 Lrg [2 Faia, yy Springfi € 


PHYSICIAN'S 


NAME (Type) __ Sykeaville,. 


220. BURIAL, CREMATION, | 226, DATE THER! Zc. NAME OF CEMETERY OR CREAURTORY ‘22d. LOCATION (CityZtown, or county) {State} 
7 LS-5 7) labore Ble 
4 id i ELEC Cg OLE LL 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE ye, / 
Bae erie) Goo - Yel arae Docrde yas |e F235 C etey He 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been signed by the offending physicion ond completely Fil 


ould be detoched for use os the buriol-transit permit. 


e 


poge 


the registror prior to buriol, cremation, ar removal, ond in ony event wi 


may be retoined by the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours after deoth. Page 4 


TO Fu 


ca 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Dt steed CERTIFICATE OF DEATH 


— 
f 


09343. am 


a Reg. Dist. No. 
3 =~ |. Ptace OF DEATH a ¥ 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
$2 0 CO CRRALOL MARYLAND Mcilargd. > count 
3 3 b. CITY OR TOWN {ff ouhide a limits, write] ¢. LENGTH OF STAY IN 1b © CITY OR TOWN {If othide corporate limits, write RURAL ond give nearest town) 
So 'URAL ond give neorest town! 
€ . 
52 Qi A allewmionrd. 
_, 43 d. NAME OF HOSPITAL 17 = in ag give Bieee Gti d. STREET ADDRESS. e. IS RESIDENCE 
= yg fe} reer 1; CQ ON A FARM? 
ze / MLO Sh Bae if 20 <p 


3. NAME © OF First ‘Middle 4. DATE Month 
DECEASED . 


Oresionel Wout nue. es beat Sepitmiin 2 19 5 


5. SEX 6. COLOR OR RACE Y 7. 8. DATE OF BIRTH AGE (In years [IF UNDER 1 YEAR IF UNDER 24 HRS 
we Cl =. EVER MARRIED (_] ” 6 “ee ee a 
can DIVORCED (] wis a“ ~ 1 yn. 


10a. USUAL OCCUPATION {Give W of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) a 
\ -3-A.- 


14. MOTHER'S MAIDEN-AAME 


oe 
1. 
ae 


Pages 


* 


= 


ftordea: 


V4 


13. FATHER'S. 5D 


es Bis, ‘eit Greaséw Wary Dowk 


1s. WAS DECEASE DEVER IN U. $. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT SS Address 


Tes, 10, oF unknown) 


oa Mna_G, Wonk Brew 3449 Cras wou Sf, 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and Se i) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8Y: ms \ Q Q ak ONSET AND DEATH 
IMMEDIATE CAUSE (o} = 


Then pleose remove carbon papers. 


QUE TO 


‘ote has been signed by the ottending physicion ond completely 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs after death: Poge 4 


oO 
5 
2 
~ 
Rg 
© 
= 
Ey 
tc 
4 
ar Conditions, if ony, which (o) Mh, 
=e gove rise to immediote 
as cotse (0), stating the ynder- ( OVE TO 
e% sR ying couse lost. el 
252 3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T[o)|19. WAS AUTOPSY ws 
eS = e 
ape 3 5 ves] NOY 
oes = | 200. ACCIDENT WAS UNDERLYING E]__]208. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Pox! Wf Hem TB.) 
5 MS & |OR CONTRIBUTING C1 CAUSE OF DEATH 
eees & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
$s § |20, TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, 1208. (City ar town) {County} {Stote) 
5.295 5 Hear os. ies. Mebane foctory, street, office bldg. eiuh 
3E75 3 p.m. 19 fot work [J ot work [] 
se. 8t 
= 35 21. | certify that | attended the deceased fram_4 -“L%-5 __, WT, to = 2) s, 19.41 thot | last saw the deceased 
i 35 olive Ane eg) ee 12 cy ae and that death accurred atJ'4=__2:M, fram the causes and an the date stated abave. 
= a2 ADDRESS (Street, city or lawn, stote)* DATE SIGNED 
a | tsa Sretatu ble Leak nel 
wEss y SIGNATUR rd LEELA UA phish <4 Lteputnd. es ae her of Sen 
c wa 
Sees eHysician's /2 aS tidy ly Sg he y el 
2 = NAME (type) SEALL 2A LUtLe ‘ es (Geld A f¢ EL PALPRL OGM Sd it ME, 
mee | [NAME re EMMA CLA’ DOCU HD NL ALE PALE MA RUOL P 
sero Zc. BURIAL, CREMATION, | 226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) Ge) 
ae Beittanes” 
ba ae 9/2. Loudon Park Cemeter Ba eaacal » iad 
SAIS (4) 
1SM 9/SS 


23. FUNERAL fey Pan fine a ee ADORESS 2da. REC'D BY REGISTPAR | 24b.. ReGISTRA R°S SIGHATURE 
Tp 2 (frre —AG4t 2 f / WY , 
Z 7a A Co TL PATE (a ARES, H- 
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d3s 
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TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
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the regi 


Hem 18. Give Pages 1, 2, and 3 to the funer 
th farm PM3. Page 5 may be retained for yc 
File pages 1 and 2 


nding” in pencil i 


d ta the Chief Medical Examiner's Office alang wit! 


cute the certi 


ificate, writing the ward 
AL DIRECTOR: Page 3 shauld be used as a burial-transit permit. 


fary 
TO FU 


M ) 1. MAGE OF D DEATH , ed 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
- f Carroll marvuno |] ° SAT Moo ong BACOUNTK” exrouel 
b. CITY OR TOWN {il cuhide corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (|f outside corporote limit, write RURAL ond give nearest town) 
Rorel’ Westminister 3 yrs ai Rural Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS @, IS RESIDENCE 
r9 Westminster RD/ / Westminster RD/7 veo nod 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
‘Cypr bupeanh JOHN GATELY FLYNN cae Sept. 3 9 57 
5. SEX 6 COLOR OR RACE [7- MARRIED EJ NEVER MARRIED [_}] 8. DATE OF BIRTH 9. AGE tin yoo IF UNDER 24 HRS. 


or removal 


VS. AISME(S) 
5M 9755 


d 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09344 


yg MEDICAL EXAMINER'S CERTIFICATE OF DEATH Seige YA 


10a. USUAL OCCUPATION {Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) : 
er Baltimore, Md. joS. A. 


ae 


Willian L. Flynn Wlizabeth ? 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
) | tte m0, oF untnowny {if yes, give wor or dates of service) . a : é cnt 
é no no Mrs. Gately Flynn, Westminster, Md. RD#7 


18. CAUSE OF DEATH [Enler only one couse per line for (0), (b), ond (c).} INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH NN EBIATE CRUSE fo) Coronary occlusion 


/ 7 SETS 
Conditions, if ony, which ) Arteriosclerotic cardiovasculer disease 


gove rise to immediote couse 


{0}, stoting the un DUE TO 
couse lost. a? { 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS AUTOPSY 
ves NnoCj 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 


PRIMARY CL} or CONTRIBUTING 1) 
CAUSE OF DEATH. 


20c. TIME OF INJURY — Month, Day, Yeor 20d. INJURY OCCURRED [200. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Store) 
Hour 9. m. While Not while factory, street, office bldg., etc.) | 
p.m. 2 ‘ot work [] ot work [J 4 


21. I certify that | tack charge of the remains described abave, held an Autapsy fc], Inspection (J, Inquiry [7], and find that 
death resulted fram: Natural causes [i], Accident (1, Suicide [], Hamicide [], Undetermined couse []. 


MEDICAL CERTIFICATION: 


ACTUAL Bo CHIEF MEDICAL EXAMINER EX] ie ke 2 
SIGNATURI M.D. 7 
ASSISTANT MEDICAL EXAMINER [7] 9/44/57 
XAMINER’ r : 
NAME tree} Russell S. Fisher, M.D. DEPUTY MEDICAL EXAMINER [7] 
2. BURIAL SRERAATIONG, | 2b. BATE THEREOF Zc, NAME OF CEMETERY OR-GREMATORY Td. LOCATION (Cily, town, or county) {Store} 
RoytOV peci = 
Sone? Nth 5 7 Zt tdtal lott Lp aatdl ie apse, AOD 
23, FUNERAL DIRECTOR'S 6 RE ‘ADDRESS Baa. REC'D BY REGISTRAR | 24. REGISTRAR'S SIGNATURE 


ed | 7 
Ye os stp2, by wihlltad tittle... £PLO) ~ pate P= C7 WW cerrnet~ PM 
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03 anaoete 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
At EXAMINER’S CERTIFICATE OF DEATH 


09345 
Reg. Dist.No. oS 


33 
PLACE OF DEATH 


*@, COUNTY CARROLL 


= 
Poge min 


2. USUAL RESIDENCE (Where deceased lived. 


MARYLANO ©. STATE 


b. CITY OR TOWN [it cutside corporate fimits, write RURAL 
‘ond give nears! lown) 


¢. LENGTH OF STAY IN Ib 


d. NAME OF HOSPITAL or INSTITUTION (tf not in 


for your files. 
Boord of Health, 


Lb STREET. 


hospitol, give street address} 


| } STREET ADDRESS 


i iconnstions MehaarabataraSamyitah), 


"MARYLAND *"" CARROLL 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town} 


WUTES |X! HEW WiW0s0 FR 


ORAL 


@. 1S RESIDENCE 
ON A FARM? 


ves no) 


First 


fumerol director. 


@: 


3. 
DECEASED 
(Type of print) 


VioLeET 


Middle Lost 4 a 


s [% 


bam SEPT 


Month Doy Yeor 


HS oiomar 


If any delay is necessary, please 


2 with the 


6. COLOR OR wy 


7. MARRIED [} NEVER MARRIED [_]| 8. DATE OF BIRTH 
WIDOWED 


pivorceo 


-1857 


9. AGE tie yeor 
tout bithaay) 


IFUNOER 1YEAR] IF UNDER 24 HRS. 
Months | Days | Hour | Min. 


ye. 


100, USUAL OCCUPATION (Give kind of work done] 
during most of working life, even if retired) 


WILE E 


in 72 ours ofter death. 


10b. KIND OF BUSINESS OR INDUSTRY 


OWN Hom E& 


i BIRTHPLACE (State ar foreign country) 


LIBA-RYLAWD 


" CITIZEN OF WHAT COUNTRY? 


Md 


13. FATHER'S NAME 


doHVN MM _Kbons 


4, wi (ARY 's MAIDEN NAME 


|"Eivope lad) 


HANN 


File poges 1 


Yer, 90, of unknown) it yes, give wor or dates of tervice 


ith form PM3. Page 5 may be ri 


15. WAS DECEASED EVER IN U. S. ARMED oa | 


16. SOCIAL SECURITY NO. 


9-14-7461. 


17, INFORMANT 


Address 


RURAL. 


AORE_foons NEW W/Wbssf_ "PD 


wi 


18. CAUSE OF DEATH [Enter only one couse per |i 
PART I. DEATH WAS CAUSED BY: 


Hem 18. Give Pages 1, 2, ond 3 to the 


IMMEDIATE CAUSE {o) 
DUE TO 


(by 


s, if ony, which 


CloKon 


line for (0), (b}, ond {c).) 


ne lascpns 


"s Office atong 


gove rise to immediote cause 
(0), stofing the undertying 
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in pencil 


DUE TO 
CG 
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Men. 


PART tt. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITI 


ON GIVEN IN PART (o)]19, WAS AUTOPSY 
PERFORMED? 
yes(] No] 


PRIMARY [) or CONTRIBUTING (1) 


200. ANY Flr CAUSE WAS. 
CAUSE Of DEATH. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I ar Part I! of item 18.) 


0c, TIME OF INJURY 
Hour 


Month, Doy, Year 


o. m. 
p.m. 


MEDICAL CERTIFICATION 


Ww 


20d. INJU 
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oh at OD otwok : 


21, U certify thot | took charge of the remoins described above, held an Autopsy [_], 


Notachile factory, street, affice bldg., etc.) | 


Accident [[], Suicide [1], Homicide [7], 


MD. CHIEF MEDICAL EXAMINER [[] 


certificate, writing Ihe word ‘pending’ 


¢ forwarded to the Chief Medicol Exomi 
L DIRECTOR: Page 3 shoufd be used as o burial-tronsit per: 


cS 
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ASSISTANT MEDICAL EXAMINER ay 
DEPUTY MEDICAL EXAMINE! 
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Undetermined manner (J 
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VS. AISME 
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"PEF NAME OF CEMETERY OR CREMATORY 


i; LOCATION (City. town, er county) 


[Sore 


(Slote) 
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ARMED 
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24a. wag “D BY REGISTRAR 


beg /é] 


Tow NV 


Zab. REGISTRAR'S SIGNATURE 


aef. 
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y the funeral director. 


2 shauld be 


6: 


pletely fill 
in papers. Pages 


Then please remave c 


permit. 


ate has been signed by the attending physician 


¢ burial-transi 
|, ¢remation. or remaval. and in any event within 72 hours affer Baath. 


DIRECTOR: After this cer 
ld be detached far use a: 
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may be retained by the haspital ar attending physician. 
the registsOr prior ta burial, 


page 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: he low requires that the death certificate be executed within 24 haurs ofter death: Page 4 
TO FUNI 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0934 
O240 CERTIFICATE OF DEATH Reg. Dist. No. 


2. USUAL feet oe (Where deceased lived. If institution: Residence before admission) / 


@. STATE PI ARY 1D b. COUNTY 


¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond Lig nearest town) 


BALT (610 RENE, Fave: 


1. PLACE OF DEATH 


o. COUNTY CARROLL MARYLAND 


b. CITY OR TOWN {If outside corporote limits, write ¢. LENGTH OF STAY IN 1b 
LY MonrTys 


RURAL ond jive neorest town) 
YitlE 


f\ 
d. ORINSTIUTION IF not in hospitol, give street oddress) > STREET ADDRESS e. ON RIPE RME 
SPRINGFIELD STATE } 25 MORTHEATE Kel) SAN 

3. WANE oe First Middle low 4. pg Month Day Yeor 

Ciype or print BERTHA FLOREMEE  GARTOM, beam ‘SEP / pF 
5. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED [J | &._DATE OF BIRTH AGE (In years R[IF UNDER 24 HRS. — 

: buthdo a hi 
Pe ar noepe man SP 14-75 [He at 
100. hear OEE UPATION (Give kind Roars 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retir 
! | ous 'w, ms LLLIWoO/5 USA 

13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


HEM KR) G SOL VETER Anna Brenke 


i WAS opel oe U.S. ie roreest 16. SOCIAL SECURITY NO. |17. INFORMANT Address “AS 
ee recceee aren Neco rces 
) : = ANMVA CARTON CORDETT ADA UT 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond fo] IE AUR eed 
PART I. DEATH WAS CAUSED BY: p é g 
IMMEDIATE cause o). AFA TE Ria scolLE ROT CARA OVHASC UK| 


BS tine if any, which ran Pés CASE 1s YEARS 
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cote (0), stoting the under. (| OUETO 
lying couse lost. (o). 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 


¢ME D; 


SBS ASS0CIBTED GF SEMILE BRAIV DISEASE, PSYCHOTIC REBT 04) ety NOMS 


200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 5 


20c, TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form. 1 20F. (City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | ~ 
p.m, 9 lot work [J ot work [J t 


21.1 a that | attended the deceased 7" il-G 2, 22. G.. 19___.., ta, =f 8. 19. That I last sow the deceased 
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4, 
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iE OF HOSPITAL ir ne i in hospital, give street oasree) e e. 1S RESIDENCE 
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(Type oF print) /7 EW ORT AN DEATH Sep wht 27 9S D7 
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ma d 
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21. 1 certi at ) attended the deceased from. €4-- _- IE to. rae ae 195,Z, thot | last saw the deceased 
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< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs ofter death: Poge 4 


e Be AES ADDRESS 2da. REC'D BY REGISTRAR A SIE HA 
y 
venison C. M. Waltz, Winfield, Md. Morn 4 ok Vn (Lt Moth 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18() 9 349 
9342 CERTIFICATE OF DEATH pa ORE zs 


= q 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision) 
g . °. °. b. COUNTY 
5 8 N Carroll ea aryland arroll 
Bs\ B. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
go\_ RURAL ond give nearest town) Mt. Ai 
22 Mt, Air 28 yrse e ALTY 
ws 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
=3 ‘OR INSTITUTION Church st eo FARM? 
>™ e) YES NOX] 
= 
<3 
2 3. NAME OF First Middle lost 4. Date Month Day Yeor 
=. Uppeicrieds) GEORGE FRANK. HARRIS, SR | eats 9= 10= 19 
=e 5. SEX 6. COLOR OR RACE |7. MARRIED [3] NEVER MARRIED [1] | 8. DATE OF SIRTH 9. AGE (In years RI IF UNDER 24 HRS. 
3 y lost 66°". mat Days | Hours Min, 
ss male white _|wrowoQ _woreoO | 12-16-1896 0 ys 
eke ¥Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 BS during most of working life, even if retired} 
ad | /|_ “Mechanic (retire Garage Maryland U.S.. 
58 5. 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
=? cs 
cee Scheel Harris Rovella Hare 
ae 3 18, WAS a S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17, INFORMANT ‘Address 
a Tle al Co pth veevice) " * 
ein / WwW. T 213-36-7613 Mrs. Marion Harris Same 
25.5 1 fe b) 4 7 INTERV, 
i [Tr ee a7 Pease l<; ara 
ees immepiate cause (o)_ (244 A. de Our a OF Vi Ast) 
<f 6 / 
te a DUE TO Uy 
fe > Conditions, if ony, which i 
Bes gove rise 10 immediate 
eis couse (a), stoting the under, ( PUETO 
ies “ae lying couse lost. {) 
£2 SSS 
west - Paar tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
RLS = 
3s é S ves] not 
PoBs  [20a. ACCIDENT WAS UNDERLYING [)__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port tor Port Il of item 18.) 
ct ate & | OR CONTRIBUTING [1 CAUSE OF DEATH 
e225 © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
se=. a 
o5Ss & [20e. TIME OF INJURY Month, <* Yoor ]20d. INJURY OCCURRED [20s. PLACE OF INJURY (Home, form, 120. (City or town) (County) (State) 
5.2395 Fa Hour 0. 1. White Not wiite foctory, street, office bldg., Stet 
sick = Pm. ean 
aoa 
He ae 21. 1 certify that | ottended the deceased from,_Ya -» 1% 7, tb ed. 
8) - 
2 <Ec ind that death accurred at f/f PLZ. 
£e0L i 
Be 32 G p 
pEss Af 7 -C MD. EL. 
£BRe 
8 Ss. 70. BURIAL, CREMATION, | Z2b. DAT ancen| "aie. DATE THEREOF “Tale NAME OF CEMETERY OuSEEMARORT 22d, LOCATION (City, town, or county) (Stote) 
boo 
esas 9-12-19 Baltimore National Baltimore, Md. f 
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_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ants G 
— CERTIFICATE OF DEATH ~ ; 0934 do 


A 


all 


sé eee ae eee 

z 3 1, heat ali 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 

2 ba. a. b. COUNT 

$3 Carroll MARYLAND : conn see 

Bo b. CITY OR TOWN (if autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside corporate limits, write RURAL and give nearest fawn) 

S 2 RURAL ond give nearest town) 

$2 Reisterstown RD3 O Yrs XxX /Reisterstown Rd 

22 d. Qpinshrunen {If nat in hospital, give street oddress) d. STREET ADDRESS e. 2 ee ae 

3S Emory Rd ‘Emory Rd. ves J NOT] 

3. NAME OF iT i 4. DATE 

. eer First Middle Last par Manth Day Year 
q (Type or print) Jacob Ae Helwig DeatH Sept. 13 1957 
eS 5. SEX 6. COLOR OR RACE |7. MARRIEDSE] NEVER MARRIED [] | 6. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR|IF UNDER 24 HRS. 
> Mal Whit last birthday) FManths] Days Min. 
2 ale © — |wivoweo Oivorceo] | Ay 24,1874 83 os. 
ag 10a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
Pee / peu of working life, even if retired) 
esy \ Farmer Maryland USA 
3 . j 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
oo 
o_ John 0. Helwig Marget Vance 
3 1$. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
§ [Yes no, oF unknown} (VF yes, give wor ar dates of service) 
2 ° No 216-20-7445 Mrs 
8 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond (c).] INTERVAL BETWEEN 
a : 
5 PARTI. DEATH Wascener., Arteriosclerotic C,.-V, Disease 
2 
- DUE TO 


Conditions, if any, which wo _Hemiplegia 


gaye rise to immediote 


* DUE TO 
cose (a), stating the under: 
iyingleoseleiie «__Multiple bed sores 1_mo, 
Past Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) | 19. REECE, 
none ves] Nott 


200, ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part 1 or Part 11 of item 16.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MED| INER) 

Hone none 


'20c. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHame, farm, | 20F. (City ar town) (County) (State) 
Hour a.m. While Not while foctory, street, office bldg., etc.) | 
p.m. NONE _|at wark [] ot work TONE none i; none 


21. | certify that | attended the deceased from____L= 5-45 __, 10 es, ta___- 9-13-57, 19__.._,that | last saw the deceased 


MEDICAL CERTIFICATION, 


DIRECTOR: After this certificate hos been signed by the attending physician and campletely fill 


wld be detached far use os the burial-transit permit. 


<< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death, Page 4 
may be retained by the haspital or attending physician. 


alive an_____. 9=12=57__, 12_____,., and that death accurred at_._.P__M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 
j | [S8Btie 22 Ceagelee no. ..6 Hanover Rd. _9n16=57 
s NAME (type) D, D, Caples, M, D Reisterstown, Md, 
“4 F ‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME Of CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (State) 
2? BULTHP” | Sept.16/57| Finksburg Cemetery Finksburg Md. 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE? 
¥5,AN5 J.F.Eline & Sons Reisterstowm,Md. cate t= tle ST | DN eee Po — as 


ont A Willig 


¥°A nvayng 


S6f ZT das 


Naga 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 ff) 35 () 
Q2A4 CERTIFICATE OF DEATH 7 Y 


oma 


Reg. Dist. No. 


= 
3 5 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insitution: Residence before emission) 
4 ° «. b. COUNTY 
BS Carroll ici Maryland Balto,City 
Ben 7 B. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN [If outside carporote limits, write RURAL and give nearest town) 
5 Mu “Sykesville” 8 days Baltimore ‘ 
2 / 
i 3 \ d. NAME OF HOSPITAL (If not in hoxpital, give street address) d. STREET ADDRESS. @. IS RESIDENCE 
a Se OR INSTITUTION ‘ON A FARM? 
£5 Springfield State Hospital 808 S. Belnord Avenue ves) No f& 
» 3. NAME OF First Middle Lost Month Doy Yeor 
$e (Type or print) Charles S. HOKE September 25, 1957 
=e $. SEX 6. COLOR OR RACE | 7. MARRIED [NEVER MARRIED o 8. OE OF BIRTH F % ngs Reuse 1F UNDER 1 YEAR| IF UNDER 24 HRS. 
stbithdoy) | Moi ; 
i Hats | Wate [voor overt GLE |e or | Ron 
a 
€ Be 100. ysuat OCCUPATION (Give ind of Sears 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
£ ing most of working life, even if retir 
ie Unknown cS Uninown U.SeAe 
S235 19. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
4 PM Unknown Uninown 
eS 41 " WAS: DECEASED EVER IN U. S$, ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
an, roe unhneen i 
2 : [|S Sa Fes [Noe WaF “L"" |217-09.3879 | Springfield Hospital Records 
3 g cS 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c)-] INTERVAL BETWEEN 
2ay PART |. DEATH WAS CAUSED BY: 
Chek Tumcoiate cause (o)___ Myocardial infarction ours 
ctf © a 
Seis LL. OUE TO 
Ff 
Bar Conditions, if ony, which w___Arteriosclerotic heart disease Years 
z 4 e gave fi ote iiigct- ol are 
Sao (a Generalized Arteri.osclerosis Years 
a ee) 
Seas ). 
J 8 s os 2 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19. WAS AUTOPSY 
35 = 2 Chronic Brain Syndrome of unknown cause. YSU) NO 
a9. re 
203 § & ] 200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Port Il af item 18.) 
g2a° & | OR CONTRIBUTING LJ CAUSE OF DEATH 
e225 & | (if ETHER, NOTIFY MEDICAL EXAMINER} 
Se*. 2 a ae eee 
SESS & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
bs 3 5 Haur oo. m. iy While o Not whil. ‘a foctory, street, office bldg., etc.) | 
25 = p.m. jot work [_] ot work 4 
2258 
Ses 3 21, I certify that t ottended the deceosed from September 17 39.57., September 25 19577. ..thot | lost saw the deceosed 
tir ; 
S = $3 alive onSeptember 2h, __, WAL. ond that deoth occurred ot 3&LOA M, from the couses ond an the date stoted above. 
3 O36 7) ¥ y, ADDRESS (Street, city or town, stote) ey SIGNED 
259 - ACTUAL it) p p 973 
pus g sew! WMA Of YUVAL AAGLS ringfield State Hospital... Wa AG) 
on 2 
Saas 5 TREN’ Walther H. Sonnenfeldt, M.D. Sykesville, Maryland 
3 464 ‘Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
5 St REMOVAL (Specify] i : 
B2 ee Buriat 9-27-1957 __ Baltimore National Baltimore, ] 
eo 8k = 2] aAtNO ary land 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC’ REGISTRAR: ‘24b. REGISTRAR'S SIGNATURE 1 


YEny735) Raymond L, Kaczorowski 2525 Fleet Street PATE. A (Marry Aetz, 
; = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
M 9345 CERTIFICATE OF DEATH 


093519, 


Reg. Dist. No. 


Ce : 
3 q : 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
6 ¢ °. p. STA b. COUN 
« 38 ARIZOK marruano || MARYLAND ARR DO Lhe 
€ Be b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
y RURAL ond give nearest as <s Rr ! 
Be NLON b ZA A iS Db x 
cae A L E Ax 
= 2 og SPITAL {If not in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
=a iON +3 ¢ ON A FARM? 
Se Ld Som a ves [] NO fe" 
0 AGNES é aie 
3. NAME OF First Middi to: 4. DATE af 
2 es ins idle 1 Da Month Dey car 
3 (lype or print) ANA LE [. He Ova DEATH 5 19 
8 S. SEX 6 COLOR OR RACE |7. MARRIED [L] NEVER MARRIED B4-Te. DATE OF BIRTH 9. ae ners [if UNDER T YEAR] IF UNDER 24 HRS. 
> Ey Hours Min. 
MALE |Wk wiooweo [] divorced (] | 2 oS wf) yn. 


‘ I Qa. USUAL OCCUPATION done 10b. KIND OF BUSINESS OR INDUSTRY411. BIRTHPLACE (Stote or foreign country) . 12, CITIZEN OF WHAT COUNTRY? 
) 4 
0 Al (46 hA JIARY LA ; 


that the deoth certificate be executed within 24 hours after deat! 


> 
2° 
3 
a 
E 
o 
8 
2 
© 13. FATHER'S NAME 14." MOTHER'S MAIDEN NAME 
5 v 
2 my A0.0 2 f+ O fa a [4 A fe 4A-N & ft 0 A 
£ 15, WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFO! Address 
a (fer, no, 0° unknown) | AIF yes, give wor or dates of service) i, Dav MoM 
o 
E Nw No | Nowe Rovw, Hopek, DETovR , 1d 
z 18. CAUSE OF DEATH [Enter only one coute per ling Fy (0), (b}, and (¢)-] ' INTERVAL BETWEEN 
s 1 ees ONSET AND DEATH 
= PART I. DEATH WAS CAUSED BY: tl 
. IMMEDIATE CAUSE (0). 2 a ae 
= u DUE TO 
~ 7 
a Conditions, if ony, which 
¢ 3 gove cise to immediote 
— & cote (0), stoting the under, ( PUE TO 
z e3 lying couse lost. td 
ese ie 
23 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART 1(0)]19. WAS AUTOPSY 
23a Q 
2 : yes) NORM 
2 
- oD 
Sipe, 
° 
2 


200, ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ‘ 


MEDICAL CERTIFICATION 


ed 

= 

s 

Os 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) {Stote) 

6.2 Hour 0. m. While Not while factory, street, office bidg., OH 

a pom. 19 lot work [] ot work [] H 

a a q = 4 Pe} "> = 5 

os 21. 1 certify that | attended the deceased from._©7 — WELZ, oof 2 =_., 19.5. ).that | lost saw the deceased 
ps 3 ’ 

4 3 alive on. A ah. wk, ind that death occurred a 1b. 50K from the causes and an the date stated abave. 

= city oF town, stote} DATE SIGNED 

’ 


omas H. Lege Mf/D. 


ACTUAL 
SIGNATURI 


yt , ADDRESS (51 
M.D. Nee 4, AO... 


Union Bridge, Maryland 


FeN-37 


wuld be detached for use as the buriol-transit permit. Then please remave corbon popers. 


the registrar prior to burial, cremotian, or remaval, ond in any event within 72 hours ofter di 


DIRECTOR: 


be retained by 


PHYSICIAN'S 
NAME (Type! Th 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Zz 220. BURIAL, CREMATION, ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
=> & REMQ ayia ae — ry 
toe 2! OPE M PaADSBARO LY4 Db 
e 


& 
= 
3a 
o- 
rary 


y G 4 
Wad WAAL AM Go A AN KR] D : DATE /1 4 Ett Oo {\3 ego 


3A Avaung 


dis 


Dansoaf 


al 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9 2 5 D 
9346 CERTIFICATE OF DEATH 0 7y 


Reg. Dist. No. 


we 
3 : VAPLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If insitoion: Residence before admision) 
°. °. 
sf Carro teeta Maryland » Coun" Howard 
2 g b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearett town) 
6 RURAL ond give neorest town} 4 
if is Riitestt city 3x02) 
22 d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
= 3 / = OR INSTITUTION 7 ‘ON A FARM? 
3S ~ |_Springfield ate Hospital Boone's Lane ves] No) 
> 3. NAME OF First Middle tow 4, DATE Month Day Yeor 
Clype oF print William John Howard DEATH 2 To a9 BF 


3. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRT; 9. AGE (In yeor [IFUNDER 1 YEAR|IF UNDER 24 HRS. 
iG) 7 + a irthday) [Months] Days Min. 
M W wioowen Xi] pivorceo [] waler 7) / / 9} ~ 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY |11. BIRTHPLACE Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


: 


J / farmer New York U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Siw Ko Ww DO noisnweow va 
. WAS Deere mts U.S. ae Mehr b. SOSPAL ag ya F FORMANT Address 
fae bredinees|h _ f Wifeaight wer or oote atari = 
: unkn Pog -S. Hospital Records 
18, CAUSE OF DEATH (Enter only one couse per line for (0). (b). and (¢)-] INTERVAL BETWEEN 


: TA ID DEATH 
P, - 3 
‘fats Oram was cuss ar, Arteriosclerotic Cardiovascular disease yeay 


Then please remove carbon papers. Pages 


is certificate has been signed by the attending physician and completely 


Mo. BURIAL, CREM. 


‘2b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar county) (Stote) 
REMOVAL (Specify) 
Bi 47 g Pleasan H fonroyia 


¥. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2 REGISTRAR, EG By 7, 
\ ib 
Yea'erss) 5 Wal F.C, tiginbothom, Ellicott City,Md oi EP I 0 VY "Bowie LAS, 


may 
TO FU! 


€ 
Fl 
3 
S 
ie 
5 
2 
& 
< 
£ 
3 
€ 
4 DUE TO 
3 
ae if ony, which i : 
Eo gove rise to immediote 
gs couse (0),:stoting the under. ( PVE TO 
pone lying couse losl. a 
285 i é Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS AUTOPSY 
Ess <| Chr. brain syndr. assoc. with arteriosclerosis ves] No Py 
203 H & ] 200. ACCIDENT WAS UNDERLYING [J __ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
Bo 2 & |OR CONTRIBUTING L] CAUSE OF DEATH 
gees © J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 : S ———— 
bRSS & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20. (City or town) (County) (Stote} 
. ss a Heuer: -o.'m While Not while factory, street, office bldg., otc.) 
5 € = lot work [] ot work ‘ 
TOS 
23s 21. | certify thot | attended the deceased from. 4 1957 .,thot 1 last saw the deceased 
< 4 " 
@ 3% 5 alive ORs a ORO oe 1 _ and thot death accurred ot6323_AM, from the couses and on the dote stoted abave. 
O85 DATE SIGNED 
| el 
SG ACTUAL 
ess SIGNATURI 9n7-57. 
gest | 
3 i 
wes PHYSICIAN'S . 
KS eer’ sthau: Gykesvi le. . Maryland: -.. 2. 2 2.2 Se ee 
SPs 
2 
= 


poge 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


3A nvzun 


a ai 


i Item 20b F MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
FOR STATE wisig ss MEDICAL EXAMINER'S CERTIFICATE OF DEATH gh 
Reg, Dist. No. 
HEAETESD ERT! ire OF DEATH 9347 = aa BOR Pie 
. COUNTY 


2. USUAL RESIDENCE (Where deceased lived, If instifution: Residence before admission) 
‘ 


MARYLAND o. far La nd Carre. 
b. CITY OR TOWN iit cutude corporate limits, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town) 


fond give nearest toun) wareteeberilie’ 


ON A FARM? 
ves] NoCX 


Month Ooy Yeor 


a ___ Sept.1,1957 19 
8. DATE OF BIRTH Lf AGE {le years IE UNDER TYEAR! IF UNDER 33 HRS. 
mes fen 
ben S45 12ya. aca 


Wo. USUAL OCCUPATION | bah 12. CITIZEN OF - COUNTRY? 


< {, 15 RESIDENCE — 


‘ 


IF any deloy is necessary, please 
1 ond 2 with the $) 


during most of working lite 


student, v “Woue Baltimore ,Md 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Carl Hodg Ethel Robinson _ 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Addrest 


Gua lle epee None * __ Ethel Jackson ,Marriottsville ji _ 


hin 72 hours ofter dea! 


Fite pages 


in any event wit! 


1B. CAUSE OF DEATH [Enter only one couse for (a), (b), ond (c). INTEAVAL ata tN ds 
PART |, DEATH WAS CAUSED BY: .. aah 5 = 
«IMMEDIATE CAUSE e Cath. Dhue pde. ——— 
GIOX oUE TO « 
Conditions. if any, which cee. are. 
Gove rise 10 immediote coure * ; “2 
{o), toting the underlying( OVE TO 
couse fost. 


Co a ~~ = 
PART HI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING > TO DEATH BUT NOT RELATED TO THE “TERMINAL DISEASE CONDITION GIVEN IN PA IN PART Talis. 19, i AuIorsY 


ome oR 


‘20c. TIME OF INJURY Month, Doy. Yeor [20d. INJURY CB ly 20e. (County) (Store) 
Not while, 


‘ot work 


21. I certify thot I took chorge of the remoins described obove, held on Autopsy (_]. Inspection [], Inquiry [], ond in my 
ef\h resulted from: Neturo! couses [_], Accident JX, Suicide [[], Homicide (TJ, Undetermined monner [] 


200. EXTERNAL CAUSE WAS 


206. DESCRIBE HOW INJURY ‘OCCURRED. (Enter nature of injury in Part Te ‘or Port Il of item 18.) 
PRIMARY [1] ac CONTRIBUTING [1] 


Rode his bicycle into an automobile 


CAUSE OF DEATH. 


g the word “pending” in pencil in Item 18. Give Poges 1, 2, ond 3 ta the 


MEDICAL CERTIFICATION, 


f 
©. CHIEF MEDICAL EXAMINER QoQ Malaga 


My, 
ASSISTANT MEDICAL EXAMINER {7} 7 ] 
LY. a e co lf DEPUTY MEDICAL te -- pi 4 
220. BURIAL, CREMATION, | . r e 


2c. NAME OF CEMETERY OR CREMATORY «| 22d. pe (City, town, or county) {Stote) 
REMOVAL (Specify) 


Burial m/s We 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 


_F,C,Higinbothom,Ellicott City,Md. _ 


e 
8 
> 
3 
€ 
“ 
oe 
s 
a 
4 
5 
2 
= 
3 
a 
2 
3s 
os 
2 
& 
fo} 
a 
5 
13 
E 
°o 
g 
b 
3 
£3 
ad 
3 
= 
3S 
F 3 
Vv 
© 
€ 
2 
~O 
3 
BS 
°o 
: 
et 
2 


or its designated agent, prior to burial, cremation, or removol, and 


od 


tar, 


jirect 
2 should be filed with 


Mi 


by the funeral d 


@: 


I, 


Then please remove carbon papers. Poges 


|-transit permit. 
the registrar priar ta burial, crematian, or remaval, and in any event within 72 hours ofter death. 


fal 


: The law requires that the death certificate be execuled within 24 hours after death: Page 4 


may be retained by the hospital ar attending physician. 


\L DIRECTOR: After this certificate has been signed by the attending physician and campletely fi 


ould be detached far use as the buri 


‘o 


page 


< TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FU 


BS 
= 
2a 
a 
Ss 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


9348 CERTIFICATE OF DEATH 09354 “sr, 


Reg. Dist. No. 


i ee Gia al) 4) 5 Sgedeigee cine {Where deseosed lived. If institution: R; ese) before odmi: yy 
©. COU! 0. STATE ye b. COUNTY 
MARYLAND F 
é LEC Lt J LL LL. LEAL. LL 
Ff i 5 ITY OR TOWN (If outs corpogote limits, write RURAL ond give nearest town) 
= Oz fate Mae ZX ob 
d. NAME OF HOSPRTAL (If not in hospitol, give siveet odie a: STREET ADDRES: 


/ @. 1S RESIDENCE 
ON A FARM? 
C8 Go A ves 1] NO, BY 
3. NAME OF Fi Middl t 4, DATE 
DECEASED “ = ae \) ‘po Da Month Doy Yeor 
(Type or print) Wwela - \ oO DEATH 7 / 19 SS 
8.0. 9. AGE (In yeOrs [IF UNDER 1 YEAR| IF UNDER 24 HRS 


5. SEX 6. COLOR OR RACE | 7. MARRIED {] NEVER MARRIED. TE OF ae 
lost whthdoy) 
77 oy WIDOWED [] bivorceo (] 


i BO, /a5s| & 


OR INSTITUTION 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY CE (Stote or foreig 
ring amogtot yo 
5 ZEAL Lz 
13. FATHERS NAME Wj 14. MOTHER'S MAIDEN NAME Z, A 
y é y P 
DLL fE. wpe ter ¢ ie a 
15, WAS DECEASED EVER IN U. 5. ARMED’ FORCES? [16, co SECURITY NO. [17, INFORMA\ B Address 
(¥en. 90, oF unbnown} PBK tS 5) ” s y ‘tf fp! 
4 KA GLA ta ll Ls Ze Ate LO - 
1B. = ‘OF DEATH [Enter only one couse per line for —e (0). ond =i ; INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


ONSET AND DEATH 
6 Keung 


pt 
é 4 
LI Gx QUE TO 


Conditions, if ony, which Di uiaheda OF. twer aud 4, Lec ie Yeuis 


Gove rise lo immediote 


couse (0), stoting th DUE TO Bh . - 
egein nae) ee A fade. Coren ecYe 


5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO QEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Nps AUTORsY 
i= 

oS yes{] no fey 
= [200. ACCIDENT WAS UNDERLYING []__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Hof item tB.) 

& | OR CONTRIBUTING (CAUSE OF DEATH 

& |(F EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, Year [ 20d. INJURY OCCURRED _|20e. PLACE OF INJURY (Home, form, | 20f, (City or town) {County} {Stote) 
7S eur one While Noienile foctory, street, office bidg., etc.) | 

= p.m. 19 fot work [of work H 


21. I certify that | attended the deceased fram._____ meso 19.3; Es har 19.52,Z7 that | last saw the deceased 


alive an_____ poe. 12 $7. 


--,-. and that death occurred a Ze Zo .M, from the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
one ap gee —_- a Se PY 
4) 


PHYSICIAN'S B 
NAME (Type) os 


G Lit a 
‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘22c, NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or cous) tote) 
OVAL Speciy) cA, Ho ST 4 pf be 
< LALME LEA Df 1043. FLA ¢ 


‘24a. REC'D ca REGISTRAR | 24b: Le Hyetes pon 98 E 
DATE 7-lo- 7 


A OV 


7cet 


Nis 
VERN 


‘OSPITAL OR ATTENDING PHYSICIAN: Tie tow requires that the death certificote be executed within 24 haurs ofter death: Page 4 


od 


by the funerol director. 
d 2 shauld be filed with 


le, 
Pages 


Ss. 


Then please remove carbo) 


ician. 


tificate hos been signed by the oltending physicion ond completely fi 


After this cer 


be retoined by the hospital or attending phys 
DIRECTOR: 
uld be detached for use as the buriol-transit permit. 


may 
TO FUN: 


* 


@) 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 093 55 
nae CERTIFICATE OF DEATH 


Q 


ge 
Reg. Dist, No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


bo dl c v) R = 6 bi iz iaveken . oy pk Z yy, pr COUNTY i) y, RB Lt. 


b. CITY OR TOWN [IF outside corporote limits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest tawn) LO 
MV WOOD fi xX! 4/ Qob 
d. NAME OF HOSPITAL (If not in hospitol, give stree! oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION 


ON A FARM? 
3. NAME OF First Middle law ‘4, DATE Month Do: Year 


/ ves] No 
DECEASED LL. EN Soh Ss DEATH SEPT J2 125-7 


(Type or print) 3 A\/ 
5. SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
— ‘ Im lost pirthdoy) 
F Cate WIDOWED fx] Divorcep (] B G- / 4 IS ye. 


fi 
Min, 
10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) ; 
LUND f LAUNDRY LIBRY LAND 
14. MOTHER'S MAIDEN NAME 


V3, FATHER'S NAME 


oH DAVIS ELLEN TucKre 


15. WAS DECEASED EVER IN U, $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 


ei or oe Wives. Te sien reece) MONE I, SHOWA, US. L Lz 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERV BETWEEN 
PART |, DEATH WAS CAUSED 87: ONSET AND DEATH 


IMMEDIATE CAUSE (o] 
; 
aa 


12. CITIZEN OF WHAT COUNTRY? 


¥ L,| DUE TO 


omeadls 
Conditions, if any, which (b) 
Gove rise to immediote 


co¥se (0), stoting the under. | CUETO 

lying couse lost. Oo 
Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. Bis ty ee 
ves) no) 


20a. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tl of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year ]20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote) 
Hour. m. White _ Not while foctory, street, office bldg., etc.) t 
p.m. 19 fot work [ot work CJ H 


21. | certify that I attended the deceased fram.____ $f /3 EST ces, t0..-2 LZ. LSZ., 19____.,that | last saw the deceased 
alive an_____ WS: Ly CS Aas 12_______, and that death accurred at_.&__2M, fram the causes ond on the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL = 
Sites “€, Metateon MD. Leal Me LIAL. AL. 


zi 
2) 
= 
< 
So 
5 
oS 
u 
z 
Be 
6 
& 
= 


PHYSICIAN'S 

eo ae Ps ee ee ee ee, ay 
Zo. BURIAL, CREMATION, 2b, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote} 

BEMQ at Iepegy) EP 1S 9S 7 0 Alb 
BIR IE L eS MloNT OWL 
R GIRECTOR'S Sk y ATURE jf ADDRESS. . do, BECO BY REGISTRAR 24b. REGISTRAR'S: "he 
LM Mastgtihd Pdbnel Lue lM ritlats) fea seme? 2 bare’ d 
77 rhe 


3A nvaung 


dj 


D4 wos 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9350 CERTIFICATE OF DEATH 207.9396 7¢ 


ss 
z $5, 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. I insitulion: Residence before odmission) 

b °. s f COUNTY 

38 brres, Naee © Ma kes Lo be AVL 

o OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib. 7 nis OR TOWN (If gétside corporate limits, write RURAL and give nearest town) 

s £ RYRAY ond give neorey! tp 

33 ) Fee foung| B¥2ea~o evra barr: 

4 2 d. NAME OF HOSrITAL {If not in hospitol, give street oddress) 4. STREET AODRESS e. IS RESIDENCE 
= ‘OR INSTIT! oh ON A FARM? 
zs . nOW Q uUprdw Ted ves Rf NOT] 
RS 3. eauteg First le Lost 4. DATE Manth Doy Year 


' ™ 
(ype or print) A } ExAnduie ‘Blt Ke 


oe) Aunis | Sm Septewhes 7 19577 


9. AGE [In years 


OS€P fed 4sk, {LQ LoL fLIUSe MD LeU pStead.. _Llatyfan 


[BURIAL EREATION. yelp |O DA’ JE THEREQF | 22. NAME Of CEMETERY OR CREMATORY 7 THEREQ Nn ‘Zc. NAME OF poet RY OR CREMATORY 2d. at. te tows, or cos Hy) Fae 
periioay | 97/0 Z Be 
ULE’ Cut 
Le Bm ae > 
hoe. D0 Aa 5/7 


~ 
° 

Oo 

2 

€ 

3 

8 

7. 

s 

a) 

5 

oO 

2 

= 

a ‘3 

3 a 

= 5. 6. COLOR OR RACE |7. COATe OF BIRTH 

2 é 5 yy E MARRIED [[] NEVER MARRIEO [] Z / fou, bison aa 

bd é Q¢ UY ‘wipoweo [x pivorceo [] : ey FF iocal 

2 Si YOu, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. iarurae E (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 8% pe most of Met life, even if retired) 4 ? 

we Wee e a : Ar! USA. 

2 23 1a tat ar § NAME 14. MOTHER’ 2 MAIDEN NAME ji ; 

Pr 

2 oo a 

8 es Ce ja ifosa) 

= err fF WAS seen INU.'S. Ths Forel che SOCIAL SECURITY NO. pela le A rare Address 

= (Yes, no, oF unknown) i aoe vervice| J 

8 L of > p 

Sle Sh Let hn Patter yrater (tal Lear Jud 
3 8 18. es | ]18. CAUSE OF DEATH [Enter only one couse per line for (o} (bl. ond (el). INTERVAL BETWEEN 

8 $2 Y be? 2D 

3 a PART |. DEATH WAS CAUSED BY: YY "y (iy, : a ses bi, 

2 5 IMMEDIATE CAUSE (o] ithe hs kth faert Liang: 2 

are 18 7% DUE TO i / => 

2 : Conditions, if ony, which wr Ahirer, Keer ne 7 (/auartroa/ : 

8 gave rise to immediote v 

5 cose {0}, stoting the under- ( OVE TO 0 

= lying couse lost. co) 

5 4 Past ll OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo}]19. WAS AUTOPSY 
“2 < — ves 1] No PC 
eS = [ 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 

z & | OR CONTRIBUTING CJ CAUSE OF DEATH 4 

= & |(U EITHER, NOTIFY MEDICAL EXAMINER) “ — 

& & [20c. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, 1 20F. (City oF town) (County) {(Stote) 
5 6 Hour 0. m. While Not while foctory, street, office bldg., etc.) ! —— 

a 2 p.m. a 19 _ [ot work-E-ot work [3 — { wo 

9 ' ol 5 5 

= 21.1 certifyathat | attended the seceoreey om LAU Fo. 19S 10_ Set. 7____., 19FZ, thot | tast saw the deceased 
8 alive anf VYEF- 7 195 ae d that death accurred tb AD M, fram the causes and an the date stated abave. 
E yy *) ADDRESS (syeet, city er town, stote) DATE SIGNED. 
< ACTUAL - t= % 

“ SIGNATURE xh 7 ay tC LS oa a a MD. Nu ao 3 YU ‘C2 
a 

=z 

i 

= 

S 

° 

= 

° 

ra 

¥ 

1 


g 
= 
= 
3 
& 


3A AVaung 


On 95g 


a 


within 24 hours after death. 


" 


ith the registrar within 72 hours after death 


certificate has been executed by the attending physician and completely filled in by the funeral director, 


death certificate assembly should be detached for use as a burial transit permit. 


aad 


INSTRUCTIONS 
ING PHYSICIAN OR HOSPITAL: The law requires that the death certificate be ex 


copy may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed 


TO A 


oe 


The 


this 


the third’ copy \ofs 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


935, CERTIFICATE OF DEATH 857, 


2. USUAL RESIDENCE (HOME) OF DECEASED 


sare Maryland — coumy Carroll 


fter this 


1, PLACE OF DEATH 


COUNTY Carroll MARYLAND 
CITY [If outside corporate limits, write RURAL LENGTH OF STAY 
OR and give pearest town), {in this place) 
Town Hew ‘Windsor ears 
HOSPITAL OR 
INSTITUTION OR 
STREET ADDRESS 


CITY (It outside corporete limits, write RURAL and give neerest town) 


Yi Town New Windsor 


} STREET (lf rurel give locetion) 
ADDRESS 


3. NAME OF” = (First) =a (Middle) (est) a 4 BATE (Month) (Day) (Year) 

(ype ot Print) EDGAR WILLIAM KOONTZ peatH = Sept. 19, » 57 
5. SEX 6. ae OR ms Sy MARRIED: — 8, DATE OF BIRTH 9. AGE lest birthday WF UNDER 1 YEAR | IF UNDER 24 HRS. 
Male | White iarrfed | June 18, 1899 e. -.| enim, a 


102, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS Ti. BIRTHPLACE (State or forsign country) 12. CITIZEN OF WHAT 
dona during spost_ of working, life, even If 


rind) Carpenter Bultding Maryland RB. 


13, FATHER’S NAME | 14, MOTHER’S MAIDEN NAME 


Milton Koontz Annie Snook 


4S, WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO, 17, INFORMANT & ADDRESS 
(Yas, "NS unk.) {Hf Yas, sWvenreyt dates of service) 214 28- 2217 
EA 


~ 


Reta He | Koontz, New Windsor, Md. 
18, MEDICAL CERTIFICATION 


INTERVAL ‘WEEN 
ONSET AND DEATH 


Pree ~ 


2 Gee 


1 DISEASES OR CONDITIONS DIRECTLY LEADING 4 ® 

: IMMEDIATE CAUSE ry) A 2 an GOA kA Lt Sit Her 
ANTECEDENT CaUse(s) DUE TO ae EP ~ GL 

DISEASES OR CONDITIONS, IF ANY, (8) athens Wtttaztit. Att 242i. 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 


(c) 
TL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO TI 
BISEASE OR CONDITION CAUSING DEATH.. 
190. DATE OF OPERATION | 19b, MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 
yes[] NO 
Zie. ACCIDENT WAS UNDERLYING [] | 2Ib. PLACE (Home, farm, faciory, Tic. WHERE DID INJURY OCCUR? (City or town) (County) {Stata} 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, offica bldg., ate.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


SS 


2d. TIME OF INJURY (Month) (Dey) (Yeer) {Hour)| Zia. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? 
While Not while 
M._|_et work at work 


22. I hereby.certify that | attended the deceased oe ee Tebasfavs that I last saw the deceased 


/ fabs Te 1935.7. cn and that déath occurred al. |, from the causes and on the date stated above. 

z GI Aron / ADDRESS (Street, city, ioe. stete) DATE. SIGNED 
2 Clk ey =f Le 4-H M.D. Leroy Meriter nk— 4 [24S] 
= | 98) BURIAL, CREMATION, DATE THEREOF NAME OF CEMETERY OR seu er LOCATION (City, town, or county) tate) 
gy OVAL ort 

z Buri. Winters Cemete Carroll Coun Md. 

3 | 74.) RECD BY REGISTRAR 3) ADDRESS 


ZS6T 


Biss a 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Q CERTIFICATE OF DEATH neg. YBOS/, 


8 = cif i). PLACE OF DEATH al 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before ission) 

iE 3 o. COUNTY Carroll MARYLAND 0. STATE Maryland b. COUNTY Carro 

. ri b. eel spies (le eck eerste limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 

Sx PUAKS bare 11 years || x/ Finksburg 

2 3 da. oe {If not in hospitol, give street address) xd STREET ADDRESS a e. Ruy ie 

3 Niner Road Niner Roa ves (1 No 
. 3. NAME OF First Middle Lait ‘4, DATE grt Bay Yeor 

€ fyeeereann Esther Louise Lentzner bars «= DE Dte 25 15  e 

> 5. SEX 6. COLOR OR RACE ]7. MARRIED [B} NEVER MARRIED [7] | @ DATE OF BIRTH 9. AGE (in yeon IF UNDER ¥ YEAR[IF UNDER 24 HRS. 

3 Female White wioweof] _—owvorceoC] |March 26,1917 48 yrs. ee bar fA 

Ee 100. br date Siyseil ne tenes “4 Sorkgene 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

rf / House wite | Own Home Balto. County, Md. US A 

5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Lenwood Cross Gertrude Price 


He WAS pee eo nan ta U.S. oe bet 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fas, no, of unknown) Five wor or len of service) 
no wee It 2 =» - - «|/James Z. Lentgner Finksburg, Md. 


18. CAUSE OF DEATH [Enter only one cause per WAg for (0), (b). ond (<}-] NTERVAL BETWEEN 

PART 1. DEATH WAS CAUSED BY: / et eee 

| UMMEDIATE CAUSE (0 l- (Wirgn_— 

LU LkdO» DUE TO 
Conditions, if ony, which (b 
gove rise to immediote 
cose (a), stoting the under. ( OVE TO 
lying couse lost. ic) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
PERFORMED? 
ves] No fa 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF (NJURY Month, Day, Year }20d. INIURY OCCURRED | 20e. PLACE OF INJURY (Home, form, } 20f. (City or town) (County) (Stote) 
Hour om. While Not while foctory, street, office bldg., etc.) + 
p.m. 19 fot work [J] ot work [J H 
C/ 


21. 1 certify that | Attended the deceased from.___7 LS... 19387., t0 cee, aioe | lost sow the deceased 
2. 


Then please reffave corkan papers. Poges! 


gned by the ottending physrer 


MEDICAL CERTIFICATION 


L DIRECTOR: After this certificate hos been 


OSPITAL OR ATTENDING PHYSICIAN: we low requires thot the death certificote be executed within 24 haurs after death. Page 4 
be retained by the hospital ar ottending physicion: 


alive on____--j. .., ond that death occurred (es £4 1M, fram the causes fnd on the date stated abave. 
Z 'ADORESS (Street, city Wi stote) DATE SIGNED 
Name(yee__S. Luther Bare {9 W. Main St. Westminster, Md. 
Ad 720. BURIAL, CREMATION, | 22b. OATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, or county) {(Stote) 
= dae rH EY” |on28a57 Calvary Cemetery Gamber, Maryland 
pene 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE x ae 
v 


vs Als (a) John R. Byers Westminster, Md. ore 9- 2) Peet SIAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9353 CERTIFICATE OF DEATH neg, Bnd Qood 


- PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
. COUNT Pr 0. STATE b. COUNTY 


Carroll Maryland Balto,City 


b. CITY OR TOWN (IF autside corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 


Sykesville 9yrse7mos -l6days Baltimore /-& 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospita 25 Homestead Street. Ys BNem 
4 eas First ie lost OF Month Day Yeor 


{Type or print) Aldyth LONEY ptember 13 1957 


. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIEDIK] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 


Female White |woowoG vor | June 18, 1893 ay 


¥Oo. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Sieg att ‘of working life, even if retired) 


actory hand U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles B, Loney Mary Gise 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


{Yer ne_or unknown) | (iF yes, give wor or dates of rervice) 


No - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}. ond (¢).] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0), 


BUE TO. 


‘ : 
| it any, whieh __.. Deeubitus ulcer Weeks 


Gove tise to immediote 
couse (a}, stating the under- DUE TO. 


lying couse lost. (c} 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/ 19. pel Fea 
Schizophrenic reaction, hebephrenic type. ves no & 
tJ 


20a. ACCIDENT REE ccecon oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


ond 


by the funeral director, 


ind 2 should be 


° 


Pages 


nm papers. 


20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Hom: Of. (City or town) (County) (State) 
Hour 0. m. While Nat while factory, D bldg 
p.m. 19 lot work [] ot work 


MEDICAL CERTIFICATION 


ud f Y. Jenne ill 


PHYSICIAN'S, 
NAME (Type) __Sonnen 


oats MD, = y 
ORAL CREMATIO' ts. Ly THEREOF Tc NAME OF CEMETERY OR Crepe Tid. LOCATION (Ci wn, oF county) 
KOVAL (Specif yy Z Ne () bh 
oP) Lita A UA SY) 
23, FUNERAL DIRECTOR'S SIG! Oiet yi Qo. REC'D BY REGISTRAR | 24> REGISTRAR’ SIGNATURE 
A A. rs vie ote 7-/6-S 


= ey 


DIRECTOR: After this certificote has been signed by the attending physician and completely fill 


fould be detached for use os the burial-tronsit permit. 
the registrar priar to buriol, crematian, or removal, and in ony event within 72 hoy 


*. 


may be retained by the haspital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


9354 CERTIFICATE OF DEATH 09360 


Reg. Dist. No. 


uh 


1. PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
a, COUNTY 


°. Maryland b. COUNTY Carroll 


c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


Carroll MARYLAND 
b. CITY OR TOWN {If outside corporate limits, write I LENGTH OF STAY IN Ib. 


~~ 
| —s 


2 
: 
3 
te 
3 
e 
2 
© 
ca 
> 
-:) 


& 
« 
S Mo) 
z i f and cares! town) 
oe gykesviiie 1 day Westminster 
3 2 d. NAME cr an (IF nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
Oi 3 a IN: ON A FARM? 
var 7D pringfield State Hospital U7 _W, Main Street ves) No 
8 Ss 3. NAME OF First Middle Last 4. DATE Manth Ooy von 
“4 {Type oF print) Robert Kerr MILLER Beatw September 2, 19 57 
Se 5. SEX 6. COLOR OR RACE 17. MARRIED GR] NEVER MARRIED [1] | © DATE OF BIRTH 9. AGE {In yeors RIF UNDER 24 HRS. 
ee pe) Min, 
a Male White [wowed] — onorceoc] [Oct 26, 1892 eh 
3 iS go, I 10a. USUAL OCCUPATION (Give kind of work dane] 10, KIND OF BUSINESS OR INDUSTRY |11. Rane (State or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
2 See pai as? af working ose eve; i retired) 
$ 2 ed T, mec a Maryland U.S.A, 
ts ° 3 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
c r= 2 
2.88 5 Francis Miller Carrie Belle Matthews ‘ 
= = 2 3 15. WAS DECEASED EVER IN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address y 
= GES me vo OF unknown) {I yes, give wor or dates of 1ervice} . 
2 gtk 0 ~ lJ O7-/83 $ Springfield Hospital Records 
€ Das 
Ss eee 18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c.] INTERVAL BETWEEN 
2 s. Se : ONSET AND DEATH 
= 5: ART | OFATH WwPoiate cause )___ Myocardial. infarction 
3 ff 2 Yu“ DUE TO 
= 52> Conditions, if ony, which i Arteriosclerotic heart disease 
3s BES gave rise 10 immediate one 
eet eS cause {a), stating the under: 
recs 2 lying couse lost. i) Generalized arteriosclerosis 
z 3 g S - ra Pant Il, OTHER SIGNIFICANT with: CONTRIBUTING TO DEATH BUT NOF RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
22252 05 | C+B-S. associated with cerebral arteriosclerosis with psychotic reactions nrg om 
= Vv 

bs 202 § © [20a. ACCIDENT WAS UNDERLYING (]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part ll of item 16) 
Zoot. & ] OR CONTRIBUTING LC] CAUSE OF DEATH 
oes cy G [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sess & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, [20F. (City or town) (County) (State) 
Sete 3 a ‘Hevr’ _ Gkan: While Not while foctory. street, office bldg., etc.) 
zoe? = p.m. lat work (Jj at work (J 

eS os 
Sas-° 21. I certify that 1 attended the deceased from September ly, 167_, to Si aan 2) 19.57.,that | last saw the deceased 
Ze 3s 
2 © = 35 St yt € _.. and that death occurred ot 52h5P_, from the causes and on the date stated above. 
e=6e ADDRESS (Street, city ar town, state) DATE SIGNED 
2a5 >< / ACTUAL 
pe Ss SIGNATUR' wo. Springfield State Hospital /3/57.. 
O2ED% 

az 
ye tS aie ; 
= og f casa Edmund Lusthaus, M.D. a éville; Maryland 2 ek 

r=) ba Oy ue es ry} 
= Pegs Isepn 5.1957 | WES si, E 
e 23. 

¥ 
% 


kb rin het 5 Wy) Yo. RECO BY REGISTRAR | 24b. tates ATURE 
Ss AIS(4) (\ AY Wy : aot DO 
5M 9755 N [pe 2 OA 2 Laseesiafes fr Jp 2 5 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, be 9 3 6 1 
- 92 CERTIFICATE OF DEATH ae Yan 
(7 


ms aieee 
3 23 1, PLACE OF pam 2 USUAL RESIDENCE (Where deceoted lived. If ination: Residence before odminion) 
2 g Dy ‘ATI b. Cou 
e 58 0 LL Mee EA A é Liz R/eD z 
e = A 4 
£3 b CIY OR ai A euhide corporate Timi, write © eee OR TOWN (If ostide carporcie Tinin, write RURAL ond give nearest own) 
8 8 3B RAL and ue nearest 
~ 52 PR \boMmMan As WWIiALS SO x2 
3 28 a Ce ci wea (iF not in pt Give sireel address) &. STREET ADDRESS > Je: tS RESIDENCE 
3 =o an) OR Il [TUTION ON A FARM? 
oe ke B A 2_F ves (] NO, 
5 Dad! 4 
2 . 3. NAME OF Fint Middle ost 4. DATE Manth Do; Yeor 
DECEASE! OF . 
< ' : = 
as’ tiorerrit DOROTHY AMELIA Bam SE p is 
i 3 ne 
: 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [1 8. DATE OF BIRTH __]- ASE tn eos [FUNDER TVEAR TE UNDE 2 
2 - lours Min, 
EMALE | Colorep|woown a owvorceo 0} [Af Pe j * yrs. 


{10a. USUAL OCCUPATION (Give ki : z i 12. CITIZEN OF WHAT COUNTRY? 
Anee working if retired) : : 


ais FATHER'S Ree 14. MOTHER'S MAIDEN, NAME 
DA DOROTHY . KING 


% WAS seen INU. S. um oes o “SOCIAL —e NO. |17. INFORMANT Address 
5 WAS DE cy ie 
Mo ALO DANIEL JONES AN Woon, /V 


18. CAUSE OF DEATH an a ‘one cause per line for (a), {b). and (¢)-] OQ INTERVAL BETWEEN. 


PART 1. DEATH WAS CAUSED By: ae AND DEATH 
IMMEDIATE CAUSE (o} 


4“ 5Y.3 . DUE TO 


Conditions, if ony, which rs 


gove rite to immediate 
cove (o}, stoting the under: ( DUETO y 
" 


lying couse lost. {o). Pd 
Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19, 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part I of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Poe. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED 708. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) {Stote) 
Hour a.m. While. Not sti factory, street, affice bldg, etc. 
p.m. 19 Jat work [J at work 1 


Then pleose remove carban popers. 


‘AS AUTOPSY 
PERFORMED? 


yes] not] 


MEDICAL CERTIFICATION, 


DIRECTOR: After this certificote hos been signed by the aitending physician ond completely 


wld be detoched for use as the buriol-tronsit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed wi 


21. | certify that | attended the deceased fram. "Ta tee Cae WZ, to Zr AS =., 19372,that | last saw the deceased 
alive on. Z-= LEO, i aa ond thét death occurred at 4.<¢.4_M, fram the causes and on the date stated above. 
/ ADDRESS (Street, city ay’ town, stole) DATE SIGNED 
L , 4. ab se 
[| |Rowatune 21 (7 oF 7 pg M0 ARM ben ALLL Cat 30 Teiten HE: WeRial... 
7 
PHYSICIAN'S = 5.7 ) Z 
NAME (Typel WZ WESTMIUSLIE, 
Za. Bek iar | Zc. NAME OF CEMETERY OR CREMATORY 2d. aoe (City, tawn, or county) (Slote) 
OVAL (Specify = 
(yeia 2h C'HAD EL ARR~e kb N MAB 
ERAL DIRECTOR'S 6 Ne y p f) | 240. RECSD BY REGISTRAR eae ISTRAR'S SIGNATURE 
VS AIS (4) 3 an i iy 4, 
Yam 9755 OA IZY DL VS LL, Le Date i A<s 3 


3A Nya 


= 


PAIN 


IIIG 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N 9 36 


p. 2 
ai 9356 CERTIFICATE OF DEATH bi ly ¢ 


A 
stile KY 
a 3 1. oe .S See (Where deceosed lived. If institution: Residence before odmission) 
= = 4 ag b. COUNTY 
32 i Carrol bolts Maryland Balto,City 
Tht b. CITY OR TOWN ([f outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) ; 
34 RURAL ond give nearest tawn) 
iene Sykesville imo.17days Baltimore 31 
M3 & d. NAME OF HOSPITAL (if not in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
=“ oR INSTITUTION _ ON A FARM? 
zy Springfield State Hospital 02 S, Wolfe Street yes (]_ No Ck | 
ay 3. NAME OF int Middle lost 4 DATE Month ‘Bay Yeor - 
4 (Type or print) William Albert MYERS beatH ~=September 10 1957 
bat’ J 
28 5. SEK 6. COLOR OR RACE [7. MARRIED LMNEVER MARRIED [-] | 8. DATE OF 8IRTH . 9. spy IF UNDER 1 YEAR! IF UNDER aoe 
ae Male White wipoweo [1] DivorceD [] June 15, 1879 ys. 
E Be 100, SHAM ees o kind J prereee| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ([Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
allies eranhe aren 
28% / Beahan 2 vet reed) - Maryland U.S.A. 
2 
bey A 3 J 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
g& Charles Myers Lucy Myers: 
Ze 
Bo 15. WAS DECEASED EVER INU. S. ARMED FORCES? |16. SOCIAL SECURITY NO, |17. INFORMANT ‘Address 
4 yp] (i s0 er vrtnown) "| Uys. give wer or dots of service) 
Ea igpani: i - Springfield Hospital Records 
£8 }__-9} 
g 8 18, CAUSE OF DEATH [Enter only ane couse per line for (0). (b}. ond (c)-] INTERVAL BETWEEN 
2-9 ie : 
S 5 PART I. DEATH MasIAtE Cause jo)___ArteriLosclerotic heart disease Year 
2c uh DUE To 
= ns. if ony, which w___Generalized arteriosclerosis 
3 @ to immediote DUE To 


couse (a}, stoting the under: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 \ 


& 
ss 
= 
= 
4 
4 
rf 
Er 
ES 
Bs 
5 4 a lying cause last. fe) 
a 5 2 3 » _ Paar tl. OTHER of" ney Seu RIBUTING TO DEATH BUT NOT RELATEO TO TH! pres: DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
Sane 2] Cirrhosis vere= Ue! Segespeye e with cerebral arteriosclerosis rere non 
a5S8 a with psychotic reaction, ves C)_NO Bt 
3d Be = 2a. ACCIDENT WAS_UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II af item 1B.) 
aa & | or CONTRIBUTING C] CAUSE OF DEATH 
see oa 1 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 565 & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
SLRs fay Hour a.m. While __ Not while © foctory. street, office bldg., ete.) | 
2°75 = p.m. 19 Jot work (] ot work (J ' 
Lg i 
: é ae 21. | certify that | attended the deceased from_JUly 235 __ 19.57, September 101957. that 1 tast sow the deceased 
2 m 
é a 3 5 alive on. September 10, __, ee FGA : and that death accurred at,__2300P m, fram the causes and on the date stated abave. 
3 Otc 7 ; ADDRESS (Street, city or town, stote) DATE SIGNED 
ue : 
ese) | [sete » .. Springfield State Hospital 9/10/57 __ 
£az E 
S435 PHYSICIAN'S 
ee = NAME (Type), Ap n_d ampo, MD _.5¥ Kesville, Maryland 
iS 4 ? ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
DIoa~- EMOV; peci 
eee Burial Sep 9671 Baltimore Baltimore, Maryland 
ig 2do. REC'D BY REGISFRAR ‘24b, ee SIG} URE 
1, A 2 
Py one G/F 7] Var] APL 


Y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 s 
9357. CERTIFICATE OF DEATH 09 1363 


Reg. Dist. No. 


sf 
7 ae he a eld 2 Sate es (Where deceosed lived. If institution: Residence befare admission) 
c 4 i! 0.5 b, COUNTY 
64 . Carroll braless Maryland Balto,City 
t b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) v 
s RURAL ond give neares! tawn) B ms 
Sa Sykesville MOS » Lda altimore sf J 
43 2 da. ela righ {If not in hospitol, give street address) d. STREET ADDRESS «. Pe aS 
aS pringfield State Hospital 208 S, Eutaw Street yes) NOX) 
ss 3. NAME OF Fiest Middle Last 4. DATE Month Day Yeor 
{Type or prin!) Reginald Mitchell NAUGHTON beatn September 6, 9 57 


Pages’ 


3. SEX 6. COLOR OR RACE |7. MARRIED [2] x9 3 ie Ly |® DATE oF eieTH °. aa TF UNDER | YEAR] IF UNDER 24 HRS. 
? joss birthdoy) oe 
‘ Male White wiooweo [] vorceo (] | Septe 1900 yrs. (eahea ae 


ry USUAL OCCUPATION (Give kind af work gh KIND OF BUSINESS OR in BIRTHPLACE (Stote or foreign Jat ioe CITIZEN OF WHAT COUNTRY? 


during mast of warking life, even if retired) 


__ a zaither H, Sonnenfeldt, M.D. 


qt EREOF 
IEMOVAL ieee 


9 


ge 
ae minown - Unknown U.S.A. 
8 5 113. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
; “ Ritchie Naughton Unknown 
z 3 VS. WAS DECEASEDEVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
E Nes, o@ or unknown) TY yes, gree wor or dates of tervice) 
a - - - Springfield Hospital Records 
g 4 
8 5 18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). ond (c).] INTERVAL BETWEEN 
ae 7 ATH 
€ g PARTI. DEATH MEDIATE cause fo}___ Carcinoma of the lung nknown 
&¢ Xx DUE TO 
i> Conditions, if ony, which (o) 
6 gove tise ta immediate 
i }, soting the ynder. ( OVE TO 
2 tying cause last. {e) 
a é Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. Rectan 
E | Acute brain syndrome associated with alcoholism ves) NO 
2 o 
6 = | 20a. ACCIDENT WAS UNDERLYING ae 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 1B) 
= & | OR CONTRIBUTING C] CAUSE OF DEATH 
5 S [UF EITHER, NOTIFY MEDICAL EXAMINER) 
& s 20c. TIME OF INJURY Manth, Day, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or tawn) (County) (State) 
3 F3 Hour o. m. White Net ante factory. street, office bldg., etc.) ! 
5 = pm. 19 lat work (J ot work ] { 
2 21. | certify that | attended the deceased fromJune Oy... , 19.57, to September 6, 19.57.,thot | last sow the deceosed 
3 alive on September 6, __, 19S es 2 and that deoth occurred at_Ls LOR, from the couses and an the date stated above. 
° ADDRESS (Street, city ar tawn, state) DATE SIGNED 
5 ACTUAL . “fl, 
st SIGNATURE. M.D. 
5 
& 
$ 
° 
£ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tha? the death certificate be executed within 24 haurs after death: Poge 4 


2 YY Vistab psd Ne a TE il qe 
23. FUNERAL DIRECTOR'S SIGNA’ re ou LE bow LE yf Lan REC'D BY REGISTRAR 
1 A i ©) 
Avs! Paw doa Gib ALLE 


4A Nvaung 


26 


OT das 


0, 199 


rae 8 od teers STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ig 9359 CERTIFICATE OF DEATH 


09364 ¢) 


Reg. Dist. No. 


he 
2 3 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
5 8 °. b. COUNTY, 
os ee Md arro 
£3 b. CITY OR TOWN (If outtide corporat ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest town) 
8 8 3 RURAL and give nearest town) . 
°c 32 2_ months x2 Keymar 
& 22 = 4. NAME C fio HOSPITAL (i not in hospital, give street address) 72 STREET ADDRESS «1s RESIDENCE 
ape 7 exander Nursing Home yes] No PY 
5 
2 > 3. NAME OF First Middle Lost 4, DATE Month Day Year 
na DECEASED OF 
a 2s (ype or print) William Ge Newman diarH ~=Sept. 26 19 57 
4 ae! 5, SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE fin ee RIF UNDER 24 HRS. 
ae lost birthday cr 
3 Se i H___|woowor _oworctO | June 241887 Geet ake | 
me 
2 €s. 10a. USUAL OCCUPATION ind of wark dane] 106, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 33s during most of working life, even if retired) U.S 
g pes Retired Clerk General Store Ma eke 
g 63 s~ 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 
° 
3 3 ¥ John C.Newman Allie M.Bowman 
= & AS 1g, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Rddrens 
2 “a fos, ne. OF ynknown) ) 
& pie | es” |World” War a Mrs.Thonas Muse 9 Fair Ave-Westminster,Md. 
= DBE € 7 
(b} INTERV, 
3 2 &: P 18. CAUSE OF DEATH [Enter only one cause p for {0}, {b}. and pat e INTERVAL BETWEEN, 
205 PART |. DEATH WAS CAUSED ay; 
2 °s- ; IMMEDIATE CAUSE (al Z g 
5 te? i 1x DUE TO 
= 3:> Gendiliont, #-ony, which ue 
3 2 Eo gave rise la immediate 
ie. SHEE cause (a), stating the under. ( OVE to 
ie § =? lying cause last. {¢) 
26 25 dyingned@se aah 
28955 ra Parr fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)] 19. WAS AUTOPSY 
oSSES 2 RFORMED? 
26308 3 & DO noo 
Pies 6 FS 20a ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part W af item ¥8.) 
@'s.5 oy & Jor conrrigu CAUSE OF DEATH 
zeses & | freien: NOTIFY MEDICAL EXAMINER) 
2seses & ]20c. TIME OF INJURY “Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or tawn) (County) (tote) 
Sorgs 6 Hour on. While Not white factary, street, office bldg., etc) ; 
zeE25 = p.m. 19 Jat work [] at work [7] 4 
eS. od J : + 
2 3228 21.4 —_ Vc 208 SMe ee | 12 stat | last saw the deceased 
8 re eS $5 olive Qn__. f 1 eae ond thot death occurred at___. ..M, from the causes ond on the dote stated above. 
E=635 bi JP ADORESS (Street, city or lawn, state) DATE SIGNED 
<56°0 ACTUAL \_ 
apy ss SIGNAI OO. a ct ee eee = 
Ofave / 
Zo a8 PHYSICIAN'S 
= She name (typ)_e. A’, AV) E SS Re 0 en eer) fs eee 
as > ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘ac. NAME OF CEMETERY OR CREMATORY @d. LOCATION (City, town, of caunty) (State) 
g SB-o5 REMOVAL (Specify) 
ofoke 9 ent.28,19 ghis meter: Rural Ladieshb id 
= coW, fs. FUNERAL DIRECTOR'S SIGNATURE ORES aa, REC'D BY REGISTRAR | 24. REGRTRANE SIGNAT 
2, Y Pre. TEBomsa.cfareornns (mom Oa 
Yau 5s 4 TAA > fol 9 1p on XLBAL CLO) C 242 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 93 65 


Reg. Dist, No. 7 


com 


A F CERTIFICATE OF DEATH 

3 8 3 lg 1. PLAGE OF DEATH TUURJAL RESOENCE (Wine decreed lived, ition Reidoce a 
© 33 iN Cc MARYLAND J Maryland 5 Balto.City 

oe arroll ry! 
£ Be w b. CITY OR TOWN (If outside corporote limits, write]. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outide corporote limits, write RURAL ond give nearest town) 
8 $2 RURAL ond give neorest town) 
es 33 Sykesville llmos.18 da Baltimore 3BVol-K“ 
- 2 d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
> £5 OR INSTITUTION a E F t rm eC ee 
Ges Springfield State Hospital 3417 E. Fairmont Ave. 0K) 
2 ¢ 3. NAME OF first Middle tot 4. DATE Month Doy _—Yeor 

- FASED 
S64 UType ot Print Albert Frantz PAFEL bere «= September 10, 1957 
5 >s 5. SEX 6. COLOR OR RACE 17. MARRIED Oo NEVER MARRIED. oO 8. DATE OF BIRTH hs pid toa pared | IF UNDER BERS. 
3 3 5 Male White wipowen [J pivorceo (J October 31, 1886 4 yn [eon G 
Bee ee, Vo. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 $s 2 during most of working life, even if retired) Maryland U.S.A 
Saas Barber - rylan oe 
3 o 8 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
se 

3 A ban Unknown Unknown 
r = 8 3 1S. WAS DECEASED EVER IN U. S. ARMED. FoRcey 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= = (Yes, 0. oF uninewn) (IF yes, gee wor or dates of rervice] 
3 2 an No - 227-20-8289A| Springfield Hospital Records 
3 2 3s 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (¢).] SNR ANS oe 

205 |. DEATH W, EO BY: 3 
2 3 ee PART | DEATH resi anor op Hypertensive arteriosclerotic heart disease ears 
3 fs : ; DUE TO ‘ 
= B25 Conditions, if ony, which Generalized arteriosclerosis ears 
es ges gove rise to immediote, O16 
= e e i 4 
3 Das couse (0), stoting the yn. 
2.8 ; 
Seka lying lost, te 
soe é Zz ERMINAL DISEASE CONDIT! GIVEN IN PART 1{0)/19. WAS AUTOPSY 
se $ re Oo Pany Ml. OTHER SIGNIFICANT Soy es INTRIBUTING DEATH BUT.NOT RELATED TO THE, BENS Be sock 
fens , |£| C.B.S.assocewith cir, ebral arterLosclerosis, 
ees 3 Ri esa te % ps ché ¢ réaction. yes) NO) 
if 24 H © 200. ACCIOENT WAS UNDERLYING LJ) | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
05'S ee be OR CONTRIBUTING LT CAUSE OF DEATH 
ase °o U [IF EITHER, NOTIFY MEDICAL EXAMINER) 
3] bs : = . (Ci ‘Stot 
2 °% s & Jove. the OF INJURY Month, Doy, Year ae EO COE 2e. eee INDURY Seen ee (City oF town) {County) {Stote) 
F585 3 jour 0. m. ie Natit H 
z= E F lot work [_] of worl 
g 3 ms 21.1 certify that | attended the deceased fram_Sente 22, 10, to Septe 10, 19.21 that | last saw the deceased 
2 = g alive on__ Sephe. 9,5. ct 1956 , and that death accurred ot 825A mM, from the causes and an the date stated abave. 
E=Os6 ; ADORESS (Street, city or town, stote) DATE SIGNED 

° 

< 8 AL Nalf ff. St . : . 
soese | (stim MOL Mitel 71 lr - uy, Soxingtiona State Hospital 9/10/57 
Oragra j 

6 / ? / 
x 5 fantinus Walther H, Sonnenfeldt, M.D. 
5 “3 72o. BURIAL, CREMATION, | 2b. DATE THEREOF ‘ie. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (Cily, town, or county) (Stote) 

= RE if h 

ae Burial” |sept13,19 Oak Lawn Cemeter Baltimore Maryland 
3 y 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADORESS Dao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Yess HENRY SANDER & SONS INC. BALTIMORE MD. Jom Sept.10, 


D UA AVaUihe 


Gus 


iP arsoaa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 366 
CERTIFICATE OF DEATH ney. DNS 


a 


es oe 9261 
g 5 1. PLAGE OF DEATH ar 2. USUAL RESIDENCE (Where deceored lived. If inslitution: Residence before odriftion) 
é £ NTY Carroll MARYLAND A COUNTY 
‘ 3 8 BETTY O8 TOWN (WF ouhide corporate ims, write |e. LENGTH OF STAY IN Tb © CITY OR TOWN {lf outside corporote Limit, write RURAL ond give nearest town) oF 
3 URAL and give neare; ; 
3 is Sykesville |22yrs, 3 inthe Baltimore City 3 Vo /-y. 
fe ene oC AME OF HOSPITAL (notin hospitol give sreat edaress) d. STREET ADDRESS . a3 RESIDENCE 
5 £5 
2 25 Springfield State Hospital 806 Bradford Street ves ENO 
2 a 3. NAME OF First Middle lost DATE Month Dey Yeor 
ia {Type or print) John PODRASKY dete = September h: Leta 
Se =e 5. SEX 6. COLOR OR RACE | 7. marRieD [-] NEVER MARRIED DATE OF BIRTH %. AGE Te RJIF UNDER 24 HRS. 
= > Mi 
Ese. M WwW WIDOWED pvorceo(] December 17, 1900 (4 Ks iets x 
RB es 
3S & we 100. eet OCCUPATION (Give ind of work done} 10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Soe ping 1ast of working Jife, even if retired) 
Booed qT! orer, clerk unk Maryland USA 
e 525\ 19. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 883 “— a 
ra bs 
Soe cic ohn Podrasky Anna Pottgieser 
= 3 8 3 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? | 16. JAL SECURITY NO. | 17. INFORMANT Address 
at | a eae ee 
& ptr No [ee Springfield Hospital records 
$ tee 1B, CAUSE OF DEATH [Enter only one couse per line for (a), (b) ond (). ONSET AND DENIM 
8 gee Rai ONSET AND DEATH 
2 8 e2 RT |. DEATH ebiAteenust io)__ AYteriosclerotic heart disease 
3s TF 4 f DUE TO 
= a > Conditions, if ony, which (OL 
= Bee fashion ue DUE To | 
Gea-v lyi lost. 
Biere U y' lo (o) 
iS etacs pee eee eee 
3 7 $ S ° é Part I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
SESE ofels ie a, He PERFORMED? 
28835 2.\3| Schizophrenia, hebephrenic type.Old pulmonary tuberculosis. See eNOKg 
3 Par Zs & | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
sicees & | reign, NOTIEY MEDICAL EXAMINE) 
< = re) 
2 $6 & ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City er town] (County) (Stote] 
= 30 3 Hour. m. While Not while factory, street, office bldg., etc.) | 
z= 3 5 g p.m. 19 at wark (J ot work [7] ' 
2 - March 7, 1955_, so, Septenber. 1 1957. ,that | lost sow the deceased 
rq [J 
3 $5 55 _ By, from the causes ond on the dote stoted obove. 
= ese ADORESS (Street, city or town, state) DATE SIGNED 
$e 
epese | Springfield State Hospital oo. 
OfS2a 
Zo s Sykesville, Maryland 
= 5 I, a aS OE Re Eek OE I OO SE 
& Re 
s > To. BURIAL, CREATION, ys eye jeer Zc. NAME OF CEMETERY OR GREMATORY Ziad. LOCATION (Cipgtie " Stot 
ofoee A atin, Ws CALE CL; ey LLL 0 
° BE * Y? \ 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S to She 
v 4) e Pee 4 e Li 
Yea 738) 7 Lb one <a . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


9361 CERTIFICATE OF DEATH ac 093 Of (al 


— 


~~ ye 
y 8 3/ rh - TAGE OF DEATH rd 2. USUAL RESIDENCE (Where dececied lived. If institution: Residence before od 
° - ©. COU Z °. e INTY 7 7 x =~“ 
= 53 M } LiL; VY OWN ed tte 
se 3 r \ a ITY OR TOWN (If outside corporote limits, yrrite TURAL ‘ond give nearest town) 

3 
% 32 CZ ree!» DE hoor. x: 
= 22 ts. NAME OF HOSPITAL HF not in reapTON give satigal oddress) ~ d. STREET ERAS 7 @. 1S RESIDENCE 
fon oy) OR INSTITUTION ON A FARM? 
3 35 ves (} No. 
-@ [ee ) 
a 5 {Type of print) 4 dt 
a3 =p Ln 
= »8 5. SEX 6. COLOR OR RACE | 7. orp NEVER MARRIED 8 DATE OF 8IRTH 9. AGE{In years |IF UNDER | YEAR] IF UNDER 24 HRS, 
= ge hee Zt, ae OF A, pe loxpbirthday) [Months 
3 25 / Af widowed [} Oivorced [J | Vre/ th / & Z ie , yrs. 
SE ae . [100. USUALOCCUPATION (Give kind of work done] 10b. KIND 3 BUSINESS OR INDUSTRY < BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
S Ca during most of working life ven if retired) / >} ry n A t a" 
¢ 288 / ZY fp vg 4 a4 wy 
a Rev . tz, t Lp et Btidr Len w+ 
g °36 J jy. Bae NAME A 14, MOTHER'S MAIDEN NAME ; j 

eS q 4) f : piaia 
fF oga oY Vest. AA eter fe 
© 3 3 3 1S, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT 

Ez (Fan, ne. or unknown) lives ldive Seriw? doles’ cflneriee)| co ) ' 

$ 0, $706. 
eek £1 s,— 
Ee 
i 


Z 
18. CAUSE OF DEATH [Enter only one couse i far (0), (b). ond () 


‘24a. REC'D BY REGISTRAR _ _REGISTRA "S SIGNATURE 


are P27 CK Oe Co AEA 


Fi 
$ 
= 
23 
0 Fay PART I. DEATH WAS CAUSED BY. 
2 262 IMMEDIATE CAUSE (0), 
SS “fg / DUE TO 
2 3.2 
= L2> Conditions, if ony, which 
$ BES gove rise to immediote 
5 shes coute {0}, stoting the under: ( CUE to 
Fes-0 lying couse lost. 
f6eR§ peek: Wee sal (6). 
E235. ra Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
Poss = 
stghe O18 __| ene ta 
ba ay & 1200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Lor Port Il of item 18.) 
337° & | OR CONTRIBUTING C] CAUSE OF DEATH 
eeZs G | (IF EITHER, NOTIFY MEDICAL EXAMINER, 
2525 u 
ee =z SNTY ittaduibitaber=* MN Dic coat 
Zsszss & |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED » OF, (City or town} (County) State) 
> 6° g si 6 While Batiahire. factory, street, office bldg., ms 
eee ds rd lot wark [J ot work [7] 4) A 
eal 
Regs o ‘ LEN BET 
s2z32 aE 
Bigss ; 
ane 
x50 
aves 
° 2 apa | 
SUES PHYSICIAN'S 
= ®. 2 NAME (Type) 
3 3 Te. Behova eons cae lg sel ec. NAM OF CEMETERY OR ogee 22d. LOCATION Niger 9 cousin) {State) , 
> pacify’ Yim jy 
ae $d ——— oe ES ed Me. At, 
° 5 
v 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 093 68 
C O2¢ CERTIFICATE OF DEATH Reg. Dist. No. yo 


3 e: 7" 2 eu CE pen * Leal rope SS (Where deceased lived. If institution: Residence before admission) 
= a. 0. § b. COUNTY 
3 MARYLAND 
Be \ Carroll Ma and arra 
ry b. CITY OR TOWN (If outside corporote limits, write . LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF cutside corporate limits, write RURAL ond give neorest town) 
s 2 RURAL and give neorest tawn) j 
2 Rural New Windsor Oyrs. nS Rura ew Windso 
i 19, d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
bad Ce OR INSTITUTION , ON A FARM? 
+ / Yes) NOD) 
3. NAME OF First Middle lot 4, DATE af 
& DECEASED Ws . st OF ae Rey > 
3 (Type or print] Harve Ernest Roser vam | Bay 19 
° 5. SEX 6. COLOR OR RACE |7. MARRIED [SCNEVER MARRIED [1] | ©. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= last brthdoy) Coys Min, 
\|__ Maile White _|wooweo _ oworceotO | Nov, 26, 1888 Gomi | | 
I 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if relired) 
Farmer Own farm Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Samuel Roser Alice Harp 


[iakeetennalil bsoauteetsona SOCIAL SECURITY NO. |17. INFORMANT Address 
{Y¥es, 10, oF unknown} {it yes, give wor or dotes of service) .s 7 
a) . 212-241-5766 | Nrs. Nora Roser, New Windsor, Maryland 


1B, CAUSE OF DEATH [Enter anly ane couse per line far (a). (b). and ().] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: fenp lien Ne eit 
IMMEDIATE CAUSE (o] 


df : DUE TO 


Then please remove carbon popers. 


Conditions, if ony, which 
gove rise to immediate 

cote (0), stoting the under. ( OVE TO 
lying couse lost. @ 


te hos been signed by the ottending physicion ond completely fille: 


€ 
ba 
c = 
eed 
885 4 Past 1. OTHER SIGNIFICANT CONDITIONS CONTRILUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/19. WAS AUTOPSY 
~ = = 
433 < yes) No) 
Poe & | 200. ACCIDENT WAS UNDERLYING CJ [20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 16.) 
= & | OR CONTRIBUTING CF CAUSE OF DEATH 
nod e a 
egy © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2s=* = 
O56 & ]20c. TIME OF INJURY Month, ar Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF tNJURY (Home, leas 1 20 (City or town) (County) (Stote) 
3.28 5 Hour 0. m. \Gapiters Soares tier foctary, street, office bldg. 
si? g p.m. lot wark [7] ot work " 
6 
osc. 21. | certify thet | ottended the deceased Po WEG, o_Atwds J... 19-ZZ,that | lost sow the deceased 
ar 
ra es alive on_____' Pug 28, WF. ond thot death occurred ot Z22.2M, from the causes ond an the date stated above. 
263 ADORESS (Sireet, city or town, stote) DATE SIGNED 
25% ACTUAL | 
3e5 SIGNATUI wo, 7Leeae Midawetcan,, la gre Sere Phila 
£az 


PHYSICIAN'S 


Nae (yer eo Dei ins Oe ee ee 


22a. BURIAL, CREMATION, | 22b, DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City. town, ar county) (State) 
Loreen (Specify) Fi 
DON vVOWD ig an shal 
i 23. FUNERAL DIRECTORS SIGNATURE REC'D i REGISTRAR | 24b. BEGISTRAR'S SIGNATURD k, 
VS AIS (4) (Re D ¥ m 
1SM 9/SS rwyn 18 g et Ss _ 


'O HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours after death: Page 4 


the registror prior ta burial, cremotion, or remaval, ond in ony event within 72 hours ofter death. 


may be . 


TO FUN! 
poge 3 


d 


3A nvaung 


= das 


~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
9363 CERTIFICATE OF DEATH 0936 


Reg. Dist. No. 


all 


os 
B Mi 1 pial ai 2. Oa ESS TOENCE (Where deceased lived. If institutian: Residence befare odmission) i 
J co ae b. COUNTY 
ee & Carroll MARYLAND enna. ‘ Adams 
x 3 > b. Sie ea (If cutside ahs limits, write | ¢. LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
5 ond give nearest town 4 iat r * ; 
c= Manchester 26 Days Near Littlestowm ( 
22 d. beagtes Gap ee (If not in hospitol, give street address) d. STREET ADDRESS, e Te [RESIDENCE 
BS Yde"South Main Street Littlestom, Pa. ReDel vest#eno 
3. NAME OF Fin idl 4. DATE 
Ss ees : inst ; wie tow DA J Month Pay Yeor 
(Type or print) Alice Amelia Shanebrook DeatH September 29 19 57 


Poges 


9. AGE {In yeors [IFUNDER | YEAR|IF UNDER 24 HRS. 
lost birthday) itn 


5. SEX 6 COLOR OR RACE |7. MARRIED EEPNEVER MARRIED [] | 8. OATE OF BIRTH 
Female White wipowtof] —oivorceo] | Jane 16, 1870 


Wa. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreii 


12. CITIZEN OF WHAT COUNTRY? 


rbon popers. 


4 + Adal 
= __. during mast of working life, even if retired) 
8 [| Housewife; “housework Own home. Adams County. UeSeAs 
3 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 ee ‘ 
A P. David Schwartz Eljza. Jane , Blayls ° p 
ve \ pa fi 


ves 


ta. 
‘5. WAS 73: TTY U.S. ARMED | FORCES? 16. SOCIAL SECURITY NO. 117, INFORMANICLE PAZ ~ BW Uhddress 
fet, no. ar unknen (U0 yes, give wor or vernice) - Eo 5 
O| No. Yone Rev. Richard S. Shanebrook, Manchester, Me 


a 
ri 

18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and (c)- INTERVAL BETWEEN 
2 PART I. DEATH 7 “ae ey: “9 ns at ak gees Ja 7 as CMGET ANDICE ATH 
§ » IMMEDIATE CAUSE (o)______ (ANAL trclasken: [2 sie 
£ J r 
= x ‘ DUE TO “ { ; 

Conditions, if ony, which . CH AN 


gave rise to immediote 
cotse (a), stating the under- 
lying couse last. © 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19. WAS AUTOPSY 


PERFORMED? 
yes] No GJ —~ 

20a. ACCIOENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Port I! of iter 18.) 

‘OR CONTRIBUTING [J CAUSE OF DEATH 

(IF EITHER. NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form. | 20f. (City or tawn) (County) (State) 

RGGe ceca White. __ Not white foctary, street, office bldg., et 
p.m. 19 lat work [1] at work [J 


21. | certify "UL: attended the deceased from. _, 192. ig to, Ze Ze 19-3_Lthot I last saw the deceased 
ip 


Soe eee Sk, 1257 _, ond that death occurred ot4.77% M, from the causes ond on the dote stated above. 
DRESS (Street, city or town, eg Wess SJGNEO 


bay 
ALN 


MEDICAL CERTIFICATION: 


alive on_____. 7 


ACTUAL 
SIGNATURI 


ined by the hospitol or attending physicion. f 
DIRECTOR: After this certificote has been signed by the ottending physicion ond campletely fill 


uld be detoched for use as the burial-tronsit permit. 
the registrar priar to buriol, cremotion, or removol, ond in ony event within 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


| NAME (Type) 
Fd s Rea. ee teal 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar county} {State} 
; e 5 5 
28 ay egae 10/1/57 St. Lukes Cemetery Nr. Littlestowm, Adams Co., Pae 
15.(4 < ittLestor } 
wis eta A SLA a bbe Wan 


: -— 


irects 
rae 


2 should be filedowit 


by the funeral 


nd 


e 


id completely fil 
th, 


Then please remove carbon papers. Page: 


ysician an 


ing physician. 


DIRECTOR: After this certificate has been signed by the attending ph 


ould be detached far use as the burial-transit permit. 


be retained by the haspi 


‘« 


poge 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours oftey 


may 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
TO Ful 


Vs AIS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9364 CERTIFICATE OF DEATH 09370) a 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
STE Maryland b. COUNTY Montgomery 
c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Silver Spring, Md / 
d. STREET ADDRESS: 


10115 Greenock Rd 


1. PLACE OF DEATH 
2. COUNTY Carroll MARYLAND 


b. CITY OR TOWN {if ubice corporote limits, write | c. LENGTH OF STAY IN Ib 
1 town) 

sykésvitie’”' °"" lyé6mi194 

d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 


SpuHi#EriSid State Hospital 


9. WANS First Middle Lost ‘4. re Month 
yee orton) Joseph Cabell Sheehy nee 9 


9. AGE [In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED. o 8. DATE OF BIRTH 
M 


it birthdoy} [Month i 
wioowen%) —ovorceo) | 9=28~79 gi (Pa gee | a Ri ae 
190. USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 
er TESUR Washington D. U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Edward J, Sheehy (unknown) Reidy 
ee was. DECEASED EVER IN U. S. ARMED. py 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
fe. 60, Of unknown) {IF yes, give wor or dates of service) 
unkn unkn S.S.Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {2).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY, ONSEES ED DERI 
; OATH Mest caue jpArteriosclerotic heart disease _years 
& . DUE TO 
Conditions, if ony, which » Generalized arteriosclerosis are 
gove tite to immediote 
couse (0), stoting the under: ( OVE TO 
lying couse lost. {ch 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. pe a 


Chr.brain syndr.assoc. with cerebral arterioscler, with psych. react ves] now 
20a. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tl of item 1B.) 


OR CONTRIBUTING (] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, 
Hour 0. m. 
p.m. 
21. | certify that | attended the deceased fram,___.. Gu 2 = 56 Wats to QP hen : 19.57.that | last saw the deceased 


----, and that death accurred ofth____A_M, fram the causes and an the date stated above. 
Ot ee ADDRESS (Street, city or town, stote) DATE SIGNED 


20e. PLACE OF INJURY (Home, for 


Doy, Yeor | 20d. INJURY OCCURRED 
foclory, street, office bldg., 


While. Not while 
lo) work [_] of work 


Bi 20F. (City or town) {County) (Stote) 
yt 


MEDICAL CERTIFICATION 


ACTUAL f i 
SIGNATUR 4 


PHYSICIAN'S 


NAME (Type), Edmund B. Lusthans 


‘Zac. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (Cily, town, or county} (Stote} 
|. FUNERAL i 
kan Kou] Ze 


ivet Cene ashington, D.C. 


ADDRESS: ‘2do, REC'D BY REGISTRAR | 24b. ISTRARA SIGNATURE 


Silver Spring, Mde lose 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


yes] NoX) 


2a. ACCIDENT Re Phecree oO 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour o. While Not while foctory, street, office bldg.. etc.) ! 
p.m. 19 lot work [J of work [J ' 


21. | certify that | ottended the deceosed fromduly 1, | , 1920__, to. September 4519 57 thot | last sow the deceased 


MEDICAL CERTIFICATION 


ould be detached for use os the burial-tronsit permit. 


retoined by the hospitol or oftending physi 


1 4 Qs 
Ttem 7 .Fiim0220 PS En t 09375 
- CERTIFICATE OF DEATH pee 
i . 5 ) a PLAGE OF. DEATH 2 foi es (Where deceosed lived. If institution: Residence before admission) 
s 3 °. °. b, COUNTY - 
Pett Carroll ipa Maryland Balto,Cit: 
= Be ’b. CITY OR TOWN (if outside corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote fimits, write RURAL ond give nearest town) 
g Fs RURAL and give nearest town) ; 
meron esvVille Vyrs.10mos. 29days Baltimore f= 
2 22 d. NAME OF HOSPITAL (If nol in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
7° =% QR INSTITUTION ON A FARI 
eS Springfield State Fospital 23S. Castle Street ves) No fi) 
:¢ 3. NAME OF First Middle Lost 4 DATE Month oy Yeor 
ao? {Type 0 prin!) Barbara SMITH batTH = September 19 57 
= 58 5. SEX 6. COLOR OR RACE |7. MARRIED [KJ NEVER MARRIED 17 [& date oF BietH 9. AGE (In yeors [IF UNDER 1 YEAR| iF UNDER 24 HRS 
= = q wed lost birthdoy) SS 
2 2 Sef _ | Female White winoweo } —séivorceo] | August 25, 1881 76 yn. Mig) ove 
s E ‘TA 100. USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) $2, CITIZEN OF WHAT COUNTRY? 
3 83 y ayyr9 most of working life, even if retired) es 
x 2 ousewife : - Maryland U.S.A. 
3 . § s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 gee Michael Fondron Elizabeth Baum 
e £ $ 3 13 was pereegen even U.S. ae sats, 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
= fet, no, oF unknown yer, give war er dates of service 4 
8 ote No - 216-116-9900 Springfield Hospital Records 
=e ee 
ae By 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (€).] INTERVAL GET WEEN: 
2 26% 7 
aos PART DEATH As eRe, __ Cerebral hemorrhage 
5 =F: 33/X DUE TO 
= 5z> Conditions, if ony. which w___ Generalized arteriosclerosis Years 
3 BES gove rise to immediate 
3 g8e couse (0), stoting the under, ( DUE TO 
sets tying couse lost. te 
3) $ fe Pasr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
= ivaee Psychosis with cerebral arteriosclerosis and pyjmonary tuberculosis, rr 
oo] 

ZEees 
Sess 

5 8.8 
RSELo 
gises 
al< 
Bis 
<55 
& Bo 
Cra 
<< 
5 
= 
5 
re} 


x) 
5 olive on_ September 3,___, Cy Gl and that death accurred ot __! QAM, from the causes and on the date stated above. 
‘3 3 ADDRESS (Street, city or town, stote) DATE SIGNED 
‘ae wo... Springfield State Hospital 9h [sT. 
‘3 U 
® g SSSI ae I lee hie! Ce 
3 2 > Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, of county) (Stote) 

23285 BeNOYAL ferct f 

ofo ft uri Sept 1 +, Matthews Ba more, Maryland, 

= or 29. FUNERAL DIRECTOR'S SIGNATURE i ‘ADDRESS, 2 do. REC'D BY REGISJRAR | 24b, REGISTRAR'S SJONATURE 

WEA) Lilly + ZEVERTwc,, $03 S Weollelne GIFT Cv 


3A fviaana 


Danes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


093702 
9366 CERTIFICATE OF DEATH nel 


Fea 
1. PLACE OF DEATH USUAL RESIDENCE (HOME) OF DECEASED 


coury Carroll MARYLAND stare Maryland can ear rou. 
CITY (If outside corporeta limits, write RURAL | LENGTH OF STAY ay Uf outside corporate limits, write RURAL end give neerest town) 


OR ‘end give naerest town) lin this plece) 


rowN Rural Union Bridge Rural Union Bridge 
HOSPITAL OR (tf rurel give focation) 
INSTITUTION OR ADDRESS 

STREET ADDRESS / 


within 24 hours ‘siter, death. 


, 


tegistrar within 72 hours after death. After this 


by 


en — — 
3. NAME OF (First) (Middle) 4. DATE (Month) (Day) Vaer) 
DECEASED id 


Ce ee" Rhoda _L. Smith Pept \Septs 26) 9 57 


6. COLOR OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE last birthdey |_{F UNDER 1 YEAR IF UNDER 24 HRS. 
RACE WIDOWED, DIVORCED, heal Gua ee l 


ie W Speci) Widow April 8, 1881 76 yrs. 


1De. USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS | 11. BIRTHPLACE (Stata or foreign country) 12. CITIZEN OF WHAT 


the funeral director, the third copy of this 


i 


it. 


done during most of working It OR INDUSTRY COUNTRY? 
relia 


leath certificate be ex: 


“~ 


red) Housework Own_home Maryland 
43, FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 


Scott McAltster Annamary Boone 


1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT & ADDRESS 


Carrol] R. Smith 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
‘ ONSET AND DEATH 


IMMEDIATE CAUSE “ [ey ek Tae 


ANTECEDENT CAUSE(s) DUE TO 


“ 
DISEASES OR CONDITIONS, IF ANY, (8) x Dhe-w * 
GIVING RISE TO THE ABOVE CAUSE 

STATING UNDERLYING CAUSE LAST, DUE TO 


() 

Tt OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO TI 
DISEASE OR CONDITION CAUSING DEATH. 

19a. DATE OF OPERATIO! 19b, MAJOR FINDINGS OF OPERATION —_— a nf ‘ 2D, AUTOPSY? 

-/3 -— Cunone- (pblon - Melos Ah onuutatrytts Gp Catt sree vs []_No RI 


2la. ACCIDENT WAS UNDERLYING [] 2lb. PLACE (Home, ferm, factory, | 2lc, WHERE DID INJURY OCCUR? (City of town) (County) (State) 


INSTRUCTIONS 


OR CONTRIBUTING [) CAUSE OF DEATH ‘OF INJURY street, offica bidg., etc.) 
UF EITHER, NOTIFY MEDICAL EXAMINER} 


21d, TIME OF INJURY (Month) (Dey) (Yaar) (Hour) | 2%a. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? 
Whila Not whila 
M._|_ et work O at work 
22. | hereby, certify that | attended the deceased from ; f i aay 10, LA BL, 19.5.2. that | last saw the deceased 
i%p 19. and that death M, from the causes and on the date stated above, _ 


ha ( Bern Sy “ae stete) dhe fy 
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ae 
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NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) State) 


‘ 
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Lutheran Cemetery _ Uniontown, Maryland 


25, 5fFUNERAL DIRECTOR'S SIGNATURI 
MEEOGA™ feta4q— core 
t 


Tane 


TO A’ 


by the funerat director, 
2 should be filed with 


“ Wy 
Ind 


Page: 


Then please remove corbon papers. 


is certificate hos been signed by the attending physician and completely fil 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


DIRECTOR: After 
jould be detached far use as the burial-transit permit. 


@: 


may be retained by the hospital ar attending physician. 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Poge & 


TO FU 


) 


~ 


' 


— 
m— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0937 3 
. CERTIFICATE OF DEATH x 


Reg. Dist. No. 7 
2. ej cia {Where deceased lived. If institution: Residence before admission) 
Ht 
Maryland ®. COUNTY Montgomery 


¢. CITY OR TOWN {If outside corporate timits, write RURAL ond give nearest town) Yv 


Kensington /5 x 2 


LP RT 
o. 
C arroll MARYLAND: 


'b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib 
RURAL ond give nearest town) 
S) All 12 days 


da. ne {If not in hospitol, give street oddress) d. STREET ADDRESS e Peres 
Springfield State Hospital 41h Brookfield Drive ves] NOX 
ospit e 
S aatato First Middle lost 4, eae Month iy Yeor 
(Type of print) Victorine Emilie L'Homne SMITH DEATH September oe” 19 57 
$. SEX 6. COLOR OR RACE | 7. MARRIEDIE] NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE {in xeon IF UNDER 1 YEAR] IF UNDER 24 HRS. 
panes : 
Female White wioweo[] —sovorceof) | April 10, 1877 BS sn oN 
109. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote os foreign country) . 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife - Franee U.S.A. 
ba FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Emile L'Homme Unknown 


‘ WAS pada pats U. $. paket roe 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Migr Ake Pare eels 
j No - - Springfield Hospital Records 


Si 


INTERVAL BETWEEN. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 
ORSERAND OEATH 
8 


PART I. DEATH WAS CAUSED 8Y: 
ue IMMEDIATE CAUSE (o)____ Bronchopneumonia 


7 DUE TO 


Conditions. if ony, which 6) 
gove tise to immediote 

couse (0), stoting the ynder- (| OVE TO 
lying couse tost. Cy 


r4 

Part Il. OTHER SIGNJFICANT CONDITI 'S CONTRIBUTING JO DEATH BUT NOT RELATED TO THE TERMIN, EASE CONDITION VEN IN PART I(0}] 19. WAS AUTOPSY 
ce} 
C.B.S. “associated with eriosclerosis, with psychotic PERFORMED? 
u rea on yes [} NO [3c 
= ] 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
& [OR CONTRIBUTING [] CAUSE OF DEATH 
© [IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 
% [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f (City or town) (County) {Stote) 
a Hour o. m. While Not while foctory, street, office bldg. etc.) | 
= p.m. 19 lat work [J of work [J ‘ 


to September 25157 that | lost saw the deceased 


» Am, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


SONATUR yh Le [LL no... Springfield State Hospital Lasix 


f 


Nincives___ Walther H, Sonnenféldt, M.D. Sykesville, Maryland 
emation|9/28 edar Hi uitland,Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE Pponess s S ; > REQ (EY REGISTRA’ ‘Zab. REGISTRAR'S SIGNATURE 
Robert A. Pumphrey-Bethesda,Md, fe. On Tee ee ea. 


co ey 


¥ ‘A nvauna 


DS acsost 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 9 3 a 4 
9368 CERTIFICATE OF DEATH oe SP 


Ve pst OF spent cf Bee RESIDENCE (Where deceased lived. If institution: Residence before admission} 


YLAND b. COUN 
[Z Q Ki vo ke At, ARRO 2 


b. CITY OR OWN (if outside ye limits, write ENGTH OF STAY IN Ib ©. aaa ‘OR TOWN (If autside carporote limits, write RURAL and give nearest town} 
AVE “ ond give t neseelltory S 


2 ote OF HOSP Tat ot --: in hospital, — ‘street address) ve STREET ADDRESS , Je. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ves (] No—— 


3. Nees First Middle lost 4. Bere Manth Yeor 
(Type or prin!) EM Mu OU SIVA DE ; DEATH SE? 3 /@ 195° 
6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [] “/ DATE 29 / 9. AGE {In years [IF UNDER | YEAR] IF UNDER 24 HRS. 


lost birthday) 
wipowep ~~ —bivorceo [] y am. 


0a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR a1 4/ iW. Ax. LL (State ar fareign country} is CITIZEN OF WHAT COUNTRY? 


during wd ‘of warking life, even if retired) A R. 4 D De < 


Aver A (2 T Hos 
3. FATHER'S NAMI 14, MOTHER'S MAIDEN NAME 
AAR MARGARET BUCcKEY 
15. at HAN) IN & $$. ARMED FORCES? 16, SOCIAL SECURITY NO. |17, INFORMANT Address ee 
{Yet no, oF unknown), UF yes, give wor or dotes of service) , Y BD, 
AZO dt NE L\ 


wx CAUSE OF DEATH tate tana ‘only one couse per line far (a}, (b). ond (c}-] een BETWEEN 


PART |, DEATH WAS CAUSED By: ONSET. AND, 
IMMEDIATE CAUSE (] 


Conditions, if ony, which 
gaye rise 10 immediate 
catse (a), stating the under- 


lying cause lost. 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 


PERFORMEQ? 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Hame, farm, yao (City or tawn) {County} {State} 
Hour a.m. While Not while factary, street, alfice bldg. cay 
pom. W fat work [] at wark ' ] 


2. certify thot | attended the deceased from. RE 2H, 21, that | last sow the deceased 
olive on_. Lee , from the causes and on the dote stoted obove. 


4 Wa See gin € wn, state) d DATE SIGNED 
ACTUAL aa 
SIGNATURI \* mi 75 Ly. 5 if 


OAD.) a ceken en cet ane ee a a wannnnnn-. 


mall 


2 shauld (=) 


by the funeral director, 


id 


@ 


Pages 


_papers. 


carbon 


Then please remove 


-transit permit. 


|, cremation, or remaval, and in any event within 72 hours 6fter death. 
MEDICAL CERTIFICATION 


After this certificate hos been signed by the attending physician and completely 


DIRECTOR: 
wld be detached far use as the burial: 


NAME (tyes) Thomas H. Legg Union Bridge, Marylm a 


229. Ne Ce es ‘2b. DATE Pa 79 yD OF CEMETERY OR CREMATORY Zid. LOCATION (City. town, ar county) (Stote) 
it 
BULLE EE kul. Go 


Bo SH a IRA ETOR:S PIGS TURE 7g a Pao. BEGD'EY REGISTRAR | 24b. REGISTRAR'§ SIGNATURE 
A) Urs? “1 
A\ LL A42 lon-4_{\ i. ) Jy __| rates7 
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be retained by the hospital! ar altending physician. 


‘?@ 


< TOHO 
moy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9375 
1 09375 


: CERTIFICATE OF DEATH xe ‘ 
e: a ~ t 9. Dist. No. , 
8 7 i y i ieee. . if anire tts (Where deceased lived. If institution: Residence before odmission) 
J ue Jefe “ 2 b. COUNTY 

PAS) CARR OLE CO. mina VAP. 
rd S b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) Vv 
3 RURAL ond give neores! town) SMES Py, ‘te 
23 ? MEE £1 CAT AWM ay, 

SS I 2 E 
2 £ d. STREET ADDRESS: ‘ e. Eiirastir: 
ao LASS VLG AG aw, ves (] No — 


® 


First Middle Low 4. DATE Month Day Year 


3. NAME Of 

oe FPL) Lakes ne STANDR tom SEPT vse 
OR RACE 
[tr 


5. SEX 6 COLOR 7. MARRIED EQ>STEVER MARRIED [-] | 8. DATE OF BIRTH 9G ln years HEUNDER 1 YEARTIF UNDER 24H 
& lost biethgay) 
FEF (GL 4 wipowen [J owvorceo 2) | ey a Of Cw AE eee 
TOs. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRT [State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) A 
j : CAIRK LO ue 


14. MOTHER'S MAIDEN NAME 


SF LS LY. SSFAIONE. 


Pages 


Min. 


aed 


Lf LER 
15. WAS DECEASEDEVER INU. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
{Y¥es, no. oF unknown} {WF yes, give wor or dates of service) learn 
tL Ti) ae ML LEE N LLYN FEL: he 


1B. CAUSE OF DEATH [Enter only one couse 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE To 
Conditions, if ony, which w Motes 


gove rise to immediote 
co¥se (0), stoting the under. (| OVE TO 
lying couse lost. {e) 


Part UW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}| 19. WAS AUTOPSY 


PERFORMED? 
ves (] No ae 


INTERVAL BETWEEI 
ONSET AND/D 


Then pleose remove corbon popers. 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} {Stote) 
Hour om. While. Not while foctoty, street, office bldg., etc.) | 
pm, 19 Jot work [[] ot werk [7] t 


ar =, 
24 PS 6, attended the deceased _fram._-7. /,\A_/______, i ie 22.22. 19. That § lost saw the deceased 


7 
Q 
= 
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2. 
= 
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& 
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Fay 
ir 
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After this certificate has been signed by the attending physician ond completely fille, 


alive an_. ---, and that death accurred At__ . fram the causes and an the date stated abave. 
DDRESS (Street, city or town, stote) 


Id be detoched for use os the burial-transit permit. 
the registrar prior to burial, crematian, or remaval, ond in any event within 72 hours ofter death. 


ined by the hospito! ar ottending physician. 


DIRECTOR 


PHYSICIAN'S Set HS, B 7 RE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death. Page 4 


ef AME (Type! ft ‘ z 
sue Zo BURIAL. CREMATION, | 226, DATE THEREOF Tic. NAME OF CEMETERY @R-GREMATORY 72d. LOCATION (City, town, or county) (Stote) 
3b REMOVAL (Speci — ,- - : ae : i 
e58 ELLA SCOTS DN SIVNK LA a7. SGAGZa LTA L477 
* ‘ Zac. REC'D BY REGISTRAR © | 24b. REGISTRAR'S SIGNATURE 7 ie 
VS A15 (4) Ss Aa hg a Loe ltr 
15M 9755 Lz f z lohe / fi y 


3A Avanos 


Daraagtl 


7 


by the funeral director, 
1d 2 shauld be filed with 


ron 


Pages 


jan and campletely 


that the death certificate be executed within 24 haurs ofter death. Page 4 
Then please remove carban papers. 


: The low requires 


After this certificate has been signed by the attending physi 


id be detached far use as the burial-transit permit. 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


DIRECTOR. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO Fu: 


GA 1. PLAGE OF DEATH 


10 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9 37 6 
$379 CERTIFICATE OF DEATH 0 


Di 


2. USUAL RESIDENCE (Where deceased lived. If in 1 Residence before admission) 
2.8) b. COUNT 
MARYLAND 
ARR OL L ASr_s 
b. CITY OR TOWN [If ounide corporote limits, write J. LENGTH OF STAY IN Tb |] _¢. CITY OR TOWN {If outide corporote limits, write RURAL ond aes nearest town) 
RURAL ond give georest town) 3 my 
i PA WESTMINSTE JR 
3. NAME OF HOSPITAL (iF rot in hospital give treet oddreai) d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION ON A FARM? / 
[> Ne D / ves) noO 
3. NAME OF First We. lost 4. DATE Month y 
HANES R irs s idle BS o na ion Doy ‘eor 
(Type or print) Ih A I FH. alr /) is DEATH S EP I9z> 2 


\ SEX 6. COLOR OR RACE } 7. B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR) IF UNDER 24 HRS. 
GQ MARRIED ae MARRIED [1] /3 9 4 oltiiey) ae 
oa pivorcep [} -J/- oe > hs Eg! 


7 sage OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE mes or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Alp h DALR ivi : : 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
: _ = 
JACOB D. RNE sSiIF DAYHWOFE 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT, adden, > (> 7 
(Yes, 0. or unknown) {IF yes, grve wor of dates of tries Neg > - —* 5 * WY 
WG + Of OS5F f Ef LYé/P NSF 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (¢).] INTERVAL BETWEENS 
PART I, DEATH WAS CAUSED BY: U pele Biel dl 
IMMEDIATE CAUSE (0! lead a * Os Oe rt a? GOEL bg oh Le SOD, F 2. / hadttA 
BGR Wi 0 y Sentence? 
Conditions, if ony, which JALAL, ht eh nL rER?d 


gove rise to imme 


° fe yi ] 
$e ), stotiny e@ under- DUE TO bs y 
pecummatel ea bet e nell big Joyo 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. Rane AUTOPSY 


REORMED’ 
A O nop 
200. ACCIDENT WAS UNDERLYING [)_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {State) 
Hour a.m. While. Not while factory, street, office bldg., etc. 
: p.m. 9 Jot work [FJ of work [7] () A 


ay, ¥ S 
21. | certify that | attended the ee A from. ADT. “a Jan} ee ., 19 ZF that I last saw the deceased 


alive on. CAV E74, ae, and the esi occurred o} , fro: the causes ond on the date stoted above. 
ie Ten 


a 
ste ME Leen pee al 


PHYSICIAN'S: 
NAME PB crac 


MEDICAL CERTIFICATION 


| 7p. BURIAL, CREMAT TION, ON, | ib. DATE THEREOF | 2c. NAME OF CEMETERY OF We oe 22d, LOCATION (City, town, or county) {Stote 
vies MO} uA ” oa / 
-2/-173 STL SS £ “Te 
BS — one y Pe: YY i 7s vicar 24a, REC'D “ REGISTRAR | 24b. REGISTRAR'S SIGNATURE cre 
Vo =2 2 
was GAZ] CIS. 8 adele na ff Ukitviat pate © Pte buat—_ | Le A+ 


3X Avaun 


cot Ee d3 


1 MARYLAND we ee OF HEALTH—BALTIMORE, 18 09 ST 
Item 5 ER THC, °OF [ 
ti CERTI iCATE F DEATH neeloin Te, 
3 5 . I? .. he ate DEATH A ae RESIDENCE (Where deceased lived, If institution: Residence "e odmistien) 
& ) ° o b. COUNTY, v 
52 arroll pee ete Varyland tty : 
Bes B. CITY OR TOWN {If autside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 tice ‘ond give neorest town) 
$2 ile lly Baltimore Q 
£ 2 = d. ease {IF not in haspital, give street address) d. STREET ADDRESS a lS BN 
i, Springfield State Hospital ek fo ves] No Et 
-_~ 3. NAME OF First Middle 4. DATE Month Doy Yeor 
(Type or print) Frederick William Vandereloot State UW 1957 
& 5.SEX Male 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED &. DATE OF BIRTH 9. tse! cna TF UNDER 1 YEAR] IF UNDER 24 
- ‘aioe: ur 
" x F ww Seoweiel pene rata 5-27-02 vy Months] Doys | Hours | M 
Bae 09. aeuee a es sek kind titted) done} 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stole or fareign 13s 12. CITIZEN OF WHAT COUNTRY? 
£ wong i ren 

a3 '| ¢ifiing machine heiper| Mattress Co New Jersey Ueh. Re 

8 rr I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

c Edward R, Vandersloot Elsie Davis 

8 ae WAS Gots Ail U.S. ARMED Ui a 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

f fe. 0, oF unknown} NY yes, gree wor er dates of service) 

r o no Unkn S.S Hosp. R cords 

8 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL SETWEEN 

a 

= _ TART. DEATH Was Huse a Obstructive biliary cirrhosis months 

= 4 < OUE TO 


SUT alah » Caleulus of gall bladder 
avedreqratinosdioe 
courditel, atalingtetuadars (fe OVE TO 


lying couse last. te) 
Part lI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. WAS AUTOPSY 


oe 
ue 
a9 
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PHYSICIAN'S 


NAME (Type) Chmund Lusthaus Sykesville, Marylend.. Pa. SS ee ee 


Za. pia ein 2%. DATE THEREOF Ze. ye OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, or county) {Stote) 
specify) 
SéP7- y) MIRIO CE BAATLM Ope ~ fe 


ss Ane runes DIRECTOR 'S SIGNATURE ie 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATU! 


way NV IV) Gp gle~powseer, 9g Se one F- /-57| 0 Apetey 


£ 
& 
2s 
Sse 5 
2 RSE ole PERFORMED? 
-g8s3 S| Manic depressive psychosis, Hypomanic 
a = [200. ACCIDENT WAS UNDERLYING C}__[ 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part i of item 18.) 
bce & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Bes & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Sis % [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) {State} 
62g ra} Hour 0. m. While Nat while foctory, street, office bldg., etc.) | 
si? 3 p.m. 19 lot work [J of work (J ‘ 
= oS 
3 2 21. I certi Mie __, 1986, ta 9 = ABs a, 57, that | last saw the deceased 
- 3 alive an_ - 3 era pH and that asaik accurred odths A, fram the causes and an the date stated abave. 
fae 3 s Laan, ADDRESS (Street, city or town, stote) DATE SIGNED 
ey RL 
Es ! SGwatur tee tu o Spring.’ ield StateHospital 57 
2 
593 
8 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours 


may be 


TO FU 


Page’ 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs after death: Page 4 


ih 


A 
f~ 


«¢ 


M _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ i 
: 9372 CERTIFICATE OF DEATH 09378 4: 


Reg. Dist. No. 


gt 

3 a4 1, PLACE a a 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

£3 eee Carroll marviano |} ° TA Meme land » couny Gane idl 

6 3 b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

3s RURAL and give nearest tawn) ‘ 

ae Manchester 3 yrs x/ Manchester 

2 2 d. ee St nog (If nat in haspital, give street address) d. STREET ADDRESS e. ie pels 

ay , NA FARM’ 

BS O1a"Fork School House Road /Q1d Fork School House Road | wg'soo 

-~ 3. NAME OF First Middle tost 4. OATE Month Dey Year 
9 (type of pin) Rosie Leola Vaughn San September 30 ot 

3 

>o 

Zé 


S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
\ icthdoy) [Manthi] Days | Hours Min. 
F W wiowen} —ovorceo ] [OG 17 1883 7) ~ 


100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


5 
[-4 " s f be 
ry ] during most of working life, even if retired) 
é / Housewife - Pennsylvania USA 
2 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
8 
e George T Bean Rebecca Warfield 
£ bi WAS. Ligne Ever U.S. ARMED FoR cest 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
§ as, 10, oF unknown) {10 yes, give war or dates of service) 
; > | No None George W Vaughn Hampstead Rt 1 Md 
3 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-} INTERVAL BETWEEN 
x3 PART |. DEATH WAS CAUSED 8Y: ee. Sey fear nn ee at ede 
€ : IMMEDIATE CAUSE (0 Cant yh 3S tane 
i= & A0,0 DUE TO 
Conditions, if ony, which my PO (i121 > nse 
Qove rise to immediote 7 ars 
couse (0}, stoting the under, ( DUETO =. g_ / leaw7 tae $ ty Avg 
lying couse last. i Libis ot ye ERE : 3 Pi 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. pete Bods, ph 
yes(] not 


20a. ACCIDENT Netcaeeent QO ‘0b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (State) 
Hour 9. m, While Nat while factory, street, office bldg., etc.) | 
p.m. 19 lot work (] ot work [1] i 


21. | certify ¥/ Lfso ee , 19:32 that | last saw the deceased 
alive on____. = M, fram the causes and on the date stated above. 


MEDICAL CERTIFICATION, 


ained by the hospitol or attending physicion. 
\L DIRECTOR: After this certificate hos been signed by the otlending physician ond complet 


jauld be detoched for use as the buriol-transit permit. 


i ae = . ADDRESS (Street, city oF town, stote) DATE SIGNED 
ACTUAL lf —. : 
Z signature__/ “{ / 7 (t+ ga 

; puysician’s |) J po a to 


NAME (Type) 


To. NEO SAIGRTIR? ‘7b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY ‘Zid, LOCATION (City, town. or county) (Stote) 
Tes 
; Burial |oct 2 1957 Deer Park Cemetery eisterstow Ma 


* 23. FUNERAL DIRECTOR'S SIGNATURE 2do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


ADDRESS 
ying SN Basehor ty dnd Reisterstown Ma [ia a5 


e 


poge’ 


the registror prior ta burial, cremotion, or removol, and in any event within 72 hours ofter death. 


may 
TO FU 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 3 ) 
CERTIFICATE OF DEATH hee Y 


om 


~ ce 
% 3 7 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
£ wi \ °. eo b. COUNTY 
= A p MARYLAND b Q 
= 32M ) BRR O LL. LDARYLAN D CARRS LE 
& Dae b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporate limits, write RURAL and give nearest town) 
3, sae “RURAL and I neared! town ss s 
py oe 2 BRIDGE YERRS UNION BRIDCE 
2 #3 d. Kae fe come (IF not in hospitol, give street address) d. STREET ADDRESS @. IS RESIDENCE 
. =. Co OR INST| yy) &, WA ON A FARM? 
2 25 TOW Uf 0 A, D ves TNO Dh 
2 3. NAME OF First Middle tost 4. DATE Month Day Year 
a 
€ 


&. 


{type or print) VINNIE CAROLINE WAR EINE Stam SS 


rf 
ie ISS, 5. SEX an OR RACE |7. MARRIED [_] NEVER MARRIED [1] | 8. DATE ie BIRTH 9. AGE (In years [IF UNDER ives TF UNDER 24 HRS, 
Se lost birthday) | Manths Hours | Min. 
aoe winowen py ivorceo OQ) | VA L418 73 3 y es 
SES ff Toe. USUAL Fae = kind of wark dane] 10b. KIND OF BUSINESS OR aae/4 11. BIRTHPLACE (State ar foreign a) 12. CITIZEN yi} W) COUNTRY? 
3 5 25 J during mos! of working life, even if retired) 
§ zed / ay DWN HEME LANL 
© 523 * 13. FATHER'S NAME [4. MOTHER'S MAIDEN NAME 
eau ec? 
x S °° i? 
¢ 8 SAMUEL BENEDICT [LAVINIA BENED/CT 

E83 15, WAS DECEASED EVER IN U: S. ARMED FORCES? [16 SOCIAL SECURITY NO. [17. INFORMANT ‘Address 

o ~ | [¥es, n0, oF unknown) [It yes, give wor or dates of service) i > 
Bogtp ¢ NO No TLEWN WAREHUME 4 DAF SVL 
« £3 
g £8 = 18. CAUSE OF DEATH [Enter only one couse per line far (a), (6). and (c)-] INTERVAL BETWEEN 
o 205 PARTI. DEATH Was CAUSED BY: / Jn Foe oy omy 5 
2 2 Ss IMMEDIATE CAUSE (0) = = 
£ hom 
5 fe? ZLYAaX DUE TO 

a ? 
= 22> Conditions, if ony, which rs 
s BES gove rise to immediote 
Sn catse (0), stoting the under, ( OVE TO 
£ $2 ie lying cause last. e] 
3295 ° a 4 Part Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/19. WAS AUTORSY 
2eLz9 Aale 
e685 55 = fe ves (] NO 
= 2 uy 
Fouas = [200. ACCIDENT WAS UNDERLYING £] 1206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il af item 18.) 
ce nen © | OR CONTRIBUTING CT CAUSE OF DEATH 
Zeses & | CF EITHER, NOTIFY MEDICAL EXAMINER) 
o = a z ~ Veh, = iad | =~ TRE a en 
2 35S 5 & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. {City or tawn) (County) (State) 
Estes 6 Hour om. While Nat while foctary, street, office bldg., etc.) q 
EeEr§ = p.m. 19 Jat work (J ot work EJ H 
©8555 = 
z gs Re 21. | certify that | attended the deceased fram. LA -_ 3Y., 1957, that | last saw the deceased 
Z SSRs 
e< e 3 ig alive aon_ Gd pda See 2 bore that death occurred at_4 Hh} . fram the causes ‘and an the date stated ea 
e =O3 c ps "ADDRESS {Street, city or town, state) DATE 2 
<5G6% 0 actuat Wy) ; V4 Ge 
Per 83 / SIGNATURE <P PELL) Ws WON Be L056. es Fa aoe be 00 

£aRra 
woos. p 
Zig neon hi mes A L ertouiter. See 
E SA Bea nel oT eal CAR A EU SD ee a ee Pa Ab eae 3% ek fn AD) Sie eee eee 
aS > | 20. BURIAL CREMATION, | 22. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Rd. ay {Gin Town, oF county) Stote} 
o5538° hw on vid u 7 
o 
£525: si BRUST QEM pati Co Jub 
oF Lidl. Mtoe da, RECD BY CAh . REG 5 
Ys AIS (4) | 
15M 9/55 HE one LO/2L, Ls 


3A Nvrang 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 9 e , a 
9374 CERTIFICATE OF DEATH ay atts, 39 


1 


vt 
ae |]. PLACE OF DéaTH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
aa /\ ® 2. b. COUNTY 
32 NS Carroll beak? Maryland Carroll 
Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest town) 
36 RURAL ond give neores! town) ‘ 
$2 Mt. Air 70 yrse Rural -- Mt. Airy 
ee d. NAME OF HOSPITAL (Ifnof in hospitol, give street oddress) d. STREET ADDRESS @. Ig RESIDENCE 
as OR INSTITUTION ON A FARM? 
a3 yes] xo 
‘_ 3. NAME OF Fist Middle lout 4. DATE Month Doy Yeor 
DECEASED. OF 
; {type or pent) ISAAC M. WATERS beam Sept 3 1957 
é 5. SEX 6 COLOR OR RACE 7. MARRIED [-] NEVER MARRIED [L] | 8. DATE OF BIRTH 9. AGE (tr yeon TE coe tor TF UNDER 24 HRS, 
v1) lontl 
3 male negro __|wicowe fy Divorced [J 4-6-1870 ¢ on 4) ae 
3 \\ 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
5 I during most of working life, even if retired) 
5 / aborer Misc. Maryland U.S. 
g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
9 Richard Waters Elizabeth Richardson 
Fy 15. WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
& {Yes no, oF unknown) {IF yes, give wor or dates of service) 
‘ no none rs. Roberta Dorsey, Same 
§ (8. CAUSE OF DEATH [Enter only one couse per {he for (0), (b). ond (c).) 7 = Ls UY ? INTERVAL BETWEEN 
s 2 
a PART |. DEATH WAS CAUSED BY: tf a f iy, 4, i a ig! 
. , IMMEDIATE CAUSE (0) \ Al “nF 91 Ad) fiAe eda ZEAE CA PLECTM 
= 7. aX DUE TO “ 


Conditions, if ony, which 
gove rise to immediote 

covse (0), stoting the under. ( CUETO 
lying couse lost. ©. 


Parr I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]|19. WAS AUTOPSY 
yes) nol] 


20a. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Mesiaever rns Wiig. Neneenna. factory, street, office bldg., etc.) ! 
p.m. 19 lot work [] ot work 1 
y * 
21. | certify that | attended the deceased See ingen 19.877, to. ba 3. 19: Fiala I last saw the deceased 


alive on_C2sag 3 /_ ., and that th accurred a! alla (M, fram the causes Gnd on the date stated abave. 


az oD y ‘ADDRESS (Street, city or town, stote] 
SGNATUR ois Lf] btAAa J t—-OL MD. wun. A he iii. 


NAME (type) LN) La DOLE 


MEDICAL CERTIFICATION, 


DATE SIGNED. 


L DIRECTOR: Afier this certificate has been signed by the ottending physicion and completely fi 
uld be detoched for use as the burial-tronsit permit. 


« 


the registror prior to buriol, cremation, or removal, ond in any event within 72 hours ofter dea 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The !aw requires thot the deoth certificate be executed within 24 hours after death: Poge 4 
may be retoined by the hospito! or ottending physicion. 


2s Na. aly aa’ ‘2b. DATE THEREOF 2c. NAME OF CEMETERY QRagneAneR@RT 22d. LOCATION (City, town, of county) (Stote) 
ae BGRYAL” | 9-7-19 Mt. Zion Carroll Co., Maryland 
es 23. FUNERAL DIRECTOR'S SIGNATURE |, ADDRESS a ‘24a, REC'D BY =O ip ieee RE 

Vs Als (a C. M. Waltz, Winfield, Marylan bas ) | Lh nacAerc 2S 


§ “A Nyanga 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death. Page 4 


— 


in by the funeral director, 
ind 2 should berfiled with 


@ 


# 


\d completely f; 


lease remove carbon papers. Pag! 


hin 72 hours after death. 


‘ansit permit. 


cate has been signed by the attending physician an: 
Then 


L DIRECTOR: After this ce 
havid be detached far use as the buri 
the registrar priar ta burial, cremation, ar removal, and in any event 


@: 


may be retained by the hospital ar attending physicion. 


TOF! 
Pag 


VS ANS (4) 
15M 9/S5 


~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0938 
9375 CERTIFICATE OF DEATH aes y 


is yo — 2. Deen Reguence (Where deceased lived. If institution: Residence before admission) 
= °. b. COUNTY 
Carroll ce Maryland 
b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) Vv 
RURAL ond give neares! town) 
Sykesville ince )=25-52 Baltimore 4 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Spri L 20 Cheapside eg yes) NOR) 
3. ae cae First Middle lost 4. fea Month Day Yeor 
(Type or print) George YANIK Damm «=©6september 9 19 1957 
S. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [[] | 8. DATE OF BIRTH 1 Pee ees IF UNDER 1 YEAR) If UNDER 24 HRS. _ 
: a bai Month: He Min, 
Male White jwiooweo fy pivorceo [] Unknown (t e yale eel eae oe ili 
10a. USUAL OCCUPATION (Gi ind of work done] 10b. KIND OF BUSINES, OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) uo 
borer LY): t. Czechalovakia Unknown 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew Yanik Annie 
ISL og) eh'GNeemey Ngai ir feee rw dots o Sates) 
J No Y, fe _- Springfield State Hospital records 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (9), (b). and te.) REE AL Ree 
PART |. DEATH WAS CAUSED BY: 2 : * 
immeniate cause (o)__Acute Congestive Heart Failure : 
+ f DUE TO 
Conditions, if ony. which (OL 
Gove rise to immediote 
couse (0), stoting the ynder- DUE TO 
lying couse lost. {ch 
fs Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} |19. pede eal 
J 5 2 
S Psychosis vy erebral arteriosclerosis. ves] NOK} 
© [200. ACCIDENT WAS UNDERLYING ()__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
& | OR CONTRIBUTING O CAUSE OF DEATH 
U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
= 
% [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm. | 20f. (City or town) (County) {(Stote) 
a Hour 0. m. While Not while foctory, street, affice bidg.. etc.) | 
=: pom. W Jot work [[] ot work (] H 
21. | certify that | attended the deceased fram. _Uu=25_ 0 WAT, to..--9-9 ____., 19.57. that | last saw the deceased 
alive on. September._.9___, 1gmeeee and that death accurred ot 225 Pu, from the causes and an the date stated obove. 
Arn “, ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL : : 
SIGNATURE_~ was ¥ MO. Se oe 
PHYSICIAN'S 


NAME (Type! . iniGressi, Ms Dew ie. . wykesville, waryianc 


No. BS CREMATION. “aad an "y NAME OF CE OE. Zid. LOCATION (Citytown, of county) (Sete) 
Pe, ae ee cdot = 2 
hig KLE. pets, fo - 


es GNATURE y Pda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vy eZ LEO Wi Pt, i F i pate Fo 2S 7 | Oe WOE 


A NVIUNg 


